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Rosert B. GREENBLATT, M.D. 


Professor of Endocrinology 
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The various subjects discussed, the endocrine 
and pharmacologic preparations recommended, 
the diagnostic tests outlined, the office proce- 
dures described, were all thoroughly proven in 
the author’s office, clinic and laboratory. The 
subject was approached from a clinical rather 
than an experimental point of view. The char- 
acterization and treatment of clinical endocrin- 
opathies have been emphasized. 


545 pages, 276 illustrations, $10.50 
SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 12 Dallas 1 Atlanta 3 
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for a balanced program of parenteral nutrition... 


SOLUTIONS 
all the advantages 


of Travert™ replacement of 


electrolytes, and correction 


siq 
of acidosis and alkalosis 


* Travert 10% Solutions provide: 

twice as many calories as 5% dextrose, 

in equal infusion time, with no increase in fluid volume; 

a greater protein-sparing action as compared to dextrose; 
maintenance of hepatic function. 


Wallet cards as shown 
available on request 
products of 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois * Cleveland, Mississippi 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES « EVANSTON, ILLINOIS 
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Neo 


More than a Cough Syrup... Neo-Anacol therapy 
for even obstinate coughs includes: decongestant 
and bronchodilator (phenylephrine hydrochlo- 
ride) . . . counteraction to allergotoxins (pyrila- 
mine maleate) . . . preferred dihydrocodeinone 
bitartrate . . . plus chloroform, ammonium chlo- 
ride, tartar emetic, sodium citrate, citric acid. 


THE WARREN-TEED PRODUCTS CO., COLUMBUS 8, OHIO 


WARREN - TEED 
4 (HK 
| 
: 
~ we 
2 
7 


Each scored tablet contains: 


Estrogenic Substances* .. 1 mg. 
(10,000 I.U.) 


*Naturally-occurring equine estrogens 
(consisting primarily of estrone, with 
small amounts of equilin and equilenin, 
and possible traces of estradiol) physi- 
ologically equivalent to 1 mg. of 
estrone. 


Available in bottles of 15 tablets. 


The Upjohn Company, Kalamazoo, Michigan 


Upjohn 


oral 
estrogen-progesterone 


effective in 
menstrual disturbances: 


Cyclogesterin 
tablets 
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the first 


compound 
effective against 


motion sickness 
in a Single 


Nn 


daily dose 


PFI 
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with just 4 tablets 


of new BONAMINE 


you can travel from... 


Boston to Bangkok —« 2 day trip 


... with new freedom from airsickness 


MOST PROLONGED ACTION 
Bonamine is the only motion-sickness preventive which is 
effective in a single daily dose. Just two 25 mg. tablets (50 mg.) 
will provide adequate protection against all types of motion 
sickness — car or boat, train or plane — for a full 24 hours in 
most persons. 

t 


BRAND OF PARACHLORAMINE HCI 


i 
H 
FEW SIDE EFFECTS 
Clinical studies have shown, in case after case, that rela- 
tively few of the patients experienced the usual side effects | 
observed with other motion-sickness remedies: less drowsi- 
ness, dullness, headache, dryness of the mouth, ete. In addition, 
Bonamine is tasteless and acceptable to patients of all ages. 


Supplied ; 25 mg. tablets, bottles of 100. 


CT°* prizer LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. ¥. 
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diabetes 


nly 19 of the diabetics in this surve 
detected by findings other than gly 
Every patient therefore, should h 
iion, even if the purpose of his Visit 
removal of wax from the ears.” 


BRAND 


for detection of urine-sugar 


1. Blotner, H., and Marble, A.: New England J. 
Med. 245:567 (Oct. 11) 1951. 
2. Steine, L.: GP 8:45 (July) 1953. 


Ames Diagnostics 


COMPANY, INC+ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 53184 


“the ideal detection center is the office of the family physician”’ 
eee 
year the privat practice ¢ S000 ph 
cians responding to a nat poll Of ss 
: had a tamily history of diabetes. 


CORICIDIN 


controls colds...curbs complications 


..complicated colds 


enicillin 


“PROCAINE 


combats secondary invaders 


antibiotic + antihistaminic, 
analgesic, antipyretic 


...simple colds 


most widely prescribed 
preparation for prevention and 
treatment of symptoms 


IDIN 


valuable in sinusitis, headache, 
myalgia, neuralgia, 
pleurisy, bursitis, grippe 


...and for pain 


*Subject to 
Federal 
Narcotic 

Regulations. 


Each Coricip1n® Tablet contains 
CHLOR-7TRIMETON® Maleate, aspirin, 
acetophenetidin, and caffeine. 
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More Rapid Absorption 


Increased Toleration 


Greater Stability 


ACHROMYCIN, a new broad-spectrum 
antibiotic developed by the Lederle 
research team, has demonstrated 
greater effectiveness in clinica# trials 
with the advantages of more rapid 
absorption, quicker diffusion in tis- 
sue and body fluids, and increased 
stability resulting in prolonged high 
blood levels. 


ACHROMYCIN exhibits a broad range 


of activity against beta hemolytic 
streptococcic infections, E. coli in- 
fections (including urinary tract 
infections, peritonitis, abscesses), 
meningococcic, staphylococcic, 
pneumococcic and gonococcic in- 
fections, otitis media and mastoiditis, 
acute bronchitis and bronchiolitis, 
and certain mixed infections. 


ACHROMYCIN is now available in 250 
mg., 100 mg., and 50 mg. capsules, 
Sprrsoips® 50 mg. per teaspoonful 
(3.0 Gm.), Intravenous 500 mg., 250 
mg. and 100 mg. Other dose forms 
will become available as rapidly as 
research permits. 


LEDERLE LABORATORIES DIVISION 


Jederle— 


amertcan Cyanamid company 
7 


30 Rockefeller Plaza, New York 20, N.Y. 
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chocolate-mint-flavored 
anti-infective 


SUSPENSION 


il with Sulfonamides, Lilly ) 


provides taste-tested 
penicillin-sulfonamide therapy 


FORMULA 


Each 5 cc. (approximately 1 teaspoonful) contain 
sulfa: diazine, merazine, methazine, of each 0.167 
Gm., and dibenzylethylenediamine dipenicillin—G, 
300,000 units. 


DOSAGE 
The average dose is 1 teaspoonful four times a day. 


In 60-cc. packages—stable at room temperature for 
two years. 


Litty quatity / RESEARCH / INTEGRITY 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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the realization of a hope... 


a new physio-chemical complex that consistently and 
significantly reduces elevated serum cholesterol levels. 


MONnNICHOL” 


This typical response of an idiopathic hypercholesteremic patient to 
an uninterrupted daily intake of Monichol — an entirely non-toxic 
medication — shows a significant drop from 306 mg. to 240 mg. 
per 100 ml. of serum cholesterol after five weeks of medication.t 


The investigatorst stress the need for continued administration ot 
Monichol because idiopathic or familial hypercholesteremia is most 
probably an inborn error of metabolism. 


Uninterrupted Daily Intake of Monichol 
Essential in the Management of Hypercholesteremia 


§ MONICHOL STARTED § MONICHOL STOPPED § MONICHOL STARTED 
350 : 
per 100 mil. 


7 
WEEKS OF OBSERVATION 


Please note the prompt rise of the serum cholesterol to pre-treatment 
levels when medication was stopped. We, therefore, urge you to ask 


your patients to have their prescriptions refilled as soon as their 
supply is exhausted. 


Indications: For the therapeutic and prophylactic iy, som of hypercho- 


lesteremia so frequently associated with cardiovascular disease and diabetes. 


Dosage: : The recommended dosage of 1 teaspoonful four times or two teaspoon- 
fuls twice daily after meals is both the minimum and the optimum dosage. 


Formula: Each teaspoonful (5 cc.) contains: 


Polysorbate 80 500 mg. 

Choline Dihydrogen Citrate 500 mg. 

Inositol 250 mg. 
Supplied: Bottles of 12 oz. 
tSherber, D. A., and Levites, M. M.: Hypercholesteremia. Effect on Cholesterol boli of a Poly- 
sorbate 80- Choline- Inositol Complex (MONICHOL) J.A.M.A. 152:682 (June 20) ote *Trademark 


IVES-CAMERON COMPANY, INC., 22 East 40th Street, New York 16, N. Y. 
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11 reasons to consider 


MANDELAMINE 
in urinary infections 


[1] controls most common urinary in- 
fections in 3 to 14 days.'** 


{2} Bacteriostatic and bactericidal ac- 
tion is of approximately the same order 
as sulfonamides or 
Effective against gram-positive and 
gram-negative organisms. 


[3] Bacteria do not develop resist- 
ance.®:*.* For this reason, Mandelamine 
is particularly suitable for chronic con- 
ditions in which permanent steriliza- 
tion cannot usually be expected because 
of an obstruction, stone, or indwelling 
catheter. In such cases, Mandelamine 
usually renders the patient asympto- 
matic. 


[4] although Mandelamine has been 
widely prescribed for more than ten 
years, no serious toxic effects, such 
as blood dyscrasias or crystalluria, 
have been reported. This lack of 
toxicity in therapeutic dosage makes 
Mandelamine especially useful in pa- 
tients who are not under close super- 
vision. The only contraindication is 
renal insufficiency. 


[5] side effects, such as nausea and 
vomiting, are rare. Mandelamine does 
not cause monilial infections respon- 
sible for diarrhea, proctitis, vaginitis, 
and stomatitis. 


[6]No risk of sensitizing the patient 
to drugs which may be life-saving in 
overwhelming infections. 


resistant to antibiotics 
retain their normal susceptibility to 
Mandelamine.*” 


In virulent infections accompanied 
by high fever, antibiotics or sulfona- 
mides may exert a rapid antibacterial 
effect and reduce the fever. Continued 
therapy with Mandelamine usually 
brings the infection under control, 
while avoiding the expense and possible 
untoward effects of prolonged use of 
antibiotics or sulfonamides. 


[9] No supplementary acidification re- 
quired (except in presence of urea- 
splitting organisms which are respon- 
sible for only a small percentage of 
urinary infections). 


[10] Regulation of diet or fluid intake is 
unnecessary. 


[11] Inexpensive. 


ADULT DOSAGE: 3 to 4 tablets t.i.d. 
CHILDREN: in proportion. 
0.25 gram enteric coated tablets, bottles of 120. 


1. Beckman, H., and Tatum, A. L.: Wisconsin M. J. 51:185, 
1952. 2. Carroll, G.; and Allen, H. N.: J. Urology 55:674, 
1946. 3. Kirwin, T. J., and Bridges, J. P.: Am. J. Surgery 
52:477, 1941. 4. New and Nonofficial Remedies, A.M.A., 
1953, p. 88. 5. Scudi, J. V., and Duca, C. J.: J. Urology 61:459, 
1949. 6. Seudi, J. V., and Reinhard, J. F.: J. Lab. & Clin. 
Med, 33:1304, 1948. 7. Duca, C. J., and Scudi, J. V.: Proc. 
Soc. Exper. Biol. & Med. 66:123, 1947. &. Schloss, W. A.: 
Connecticut M. J. 14:994, 1950. 9%. Knight, V., and others: 
Antibiotics & Chemotherapy 2:615, 1952. 


NEPERA CHEMICAL CO., INC. 


Pharmaceutical Manufacturers 
Nepera Park, Yonkers 2, N. Y. 


““Mandelamine” isa Reg. U.S. Pat. Off. trademark of Nepera 
Chemical Co., Inc. for its brand of methenamine mandelate- 
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-Pentids 


000 Unit Penicillin G Potassium.Tab 
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1% choice for oral penicillin therapy 3 
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What about Cobalt? 
—in anemia— 


Q. Why is Roncovite* effective in Q. Is cobalt cumulative? 


a of bone — depression A. No—extensive pharmacological investiga- 
due to infection or disease? tion proves that cobalt is rapidly and 
A. Because cobalt is the only agent known almost completely excreted via the urir ” 
which, by stimulating erythropoiesis, will ye that there As little if any cag 

cause the hemopoietic system to utilize effect even = ter periods exceeding 
the iron already available to it. days of continuous parenteral use. The 
body shows no significant amounts of co- 

balt 48 hours after the last dose.4 


Q. Why use cobalt in iron-deficiency 


ia—isn’t i 9 
anemia—isn’t iron alone adequate? Q. Is the improvement with Roncovite 


A. Roncovite is preferentially indicated in noticeably rapid? 

ALL forias of “secondary” or iron-defi- 

ciency anemia for the following reasons: A. 7 the patient often voluntarily reports 
Many so-called iron-deficiency anemias an increased sense of well-being within a 

are in reality a combination of an iron- few day eae reported by documented 

deficiency and an inhibition of hemo- clinical evidence. 

poiesis resulting from long continued extra 

drain on the bone marrow. Roncovite is not indicated in pernicious 
With iron alone,! therefore, a complete or megaloblastic anemia. 

clinical response is often difficult or im- 

‘possible to obtain—only very small gains 


or poor responses being frequently re- \ ] 
ported in “‘low-grade anemias.” IN 

Roncovite, by providing the added bone 
marrow (red cell) stimulant action of The First True Hematopoietic Stimulant 
cobalt, will supply that added extra 
“‘push”’ to mobilize iron reserves, produce 
a faster response, greatly superior erythro- 
poiesis and up to fourfold increases in the 
utilization of iron.? 


HOW SUPPLIED: 


Roncovite Tablets—enteric coated, red, each 
contains cobalt chloride, 15 mg.; exsiccated 


P ferrous sulfate, 0.2 Gm.; bottles of 100. 
Q. Can I be sure that cobalt is safe for 


routine use? Roncovite Drops—each 0.6 cc. contains co- 
balt chloride, 40 mg. ; ferrous sulfate, 75 mg. ; 
A. Cobalt is an essential element with a low bottles of 15 cc. with calibrated dropper. 


order of toxicity—no greater than that of 


iron. A cobalt chloride dosage of as high ’ F 
1. Cass, L. J.; Frederick, W. S., and DiGregario, S.: Journal- 


as 1200 mg. per day, in divided doses, has Lancet 5/:73 (1953). 
produced no severe toxic effects even if 2. Rohn, R. J., and Bond, W. H. Jr.: Lancet 73:301 (1953). 
continued for six weeks.3 This is equiv- » 5 Berk, w., et al: New England J. M. 240:754 (May) 1949. 


; 4. Berlin, N. 1.: J. Biol. Chem. 187:41 (1950). 
alent to a daily dosage of over 80 Ron- 


covite tablets. *The original Cobalt-Iron Product. 


LLOYD BROTHERS, Inc., Cincinnati 3, Ohio 
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IN URINARY INFECTIONS 


a rapid recovery... 


a quicker return... 


Because Terramycin covers practically the 
entire broad spectrum of urinary patho- 
gens, it may be relied upon to get patients 
back to work sooner—even when previous 
therapy with other agents was unsuccessful. 

“Terramycin is an effective antibiotic for 
treating many urinary infections caused 
by both gram-positive and gram-negative 
organisms, and has cured where all other 
antibiotics have failed.”* 


Terramycin is widely distributed in the 
body, appears in the serum and urine withina 
short time after administration and maintains 
therapeutic levels over extended periods. 


“Terramycin was selected in preference to 
other broad spectrum antibiotics in view 
of high urinary excretion rate following 

small oral doses of the antibiotic.”* 


Given in the recommended daily adult dose 
of 250 to 500 mg. every six hours, Terramycin 
is exceptionally well tolerated. 


“It has not exhibited toxicity, and 
side-effects have not constituted a 
problem in therapy.”* 


1. Trafton, H. M., and Lind, H. E.: J. Urol. 69:315 
(Feb.) 1953. 


2. Blahey, P. R.: Canad. M. A. J. 66:151 ( Feb.) 
1952. 


3. Knight, V.: New York State J. Med. 50:2173 
(Sept. 15) 1950. 


‘le Tr al 


of choice Brand of oxytetracycline 


PFIZER LABORATORIES 
- Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y, 
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supplement 


treat 


with 


a carefully formulated gift . . . sedative anti- 
spasmodic—for effec ive relief of the pain and anxiety 
which frequently smooth recovery 
Each HASAMIAL fe 

Phenobarbital 

(WARNING: May be habit-forming) 

Acetylsalicylic Acid (Aspirin). . . 162.5 me gr.) 
Acetophenetidin 162.5 mg. (2% gt:) 
0.00065 mig. 


Hyoscine Hydrobromide 0.0011 


Hyoscy amine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more potent measures... 


HASACODE: 


providing the actions of HasaMaL plus codeine. 
Available in two codeine strengths — '4 gr. 
(HASACODE) and gr. (HASACODE “STRONG”). 


SUPPLIED: HASAMAL — bottles of 100, 500, and 
1000 tablets; HASACODe and HasacopDE 
“staonc” —hottles of 100 and 500. tablets. 


PRLES C. HASKELL & CO., IN 
RICHMOND e VIRGINIA 


January 1954 


16 
— 
encourage. 
ach 
4 s rele 
vet ul 
pffect 
q 
j 
ours 
' his s 
ow 
Ente 
rertai 
Trade 
‘S 


The revolutionary new oral dosage form 


brand of sustained release capsules 


uniform release of medication over a prolonged period of time 


hat ‘Spansule’ capsules are 


ach ‘Spansule’ sustained release capsule contains scores 


pf tiny medication-bearing coated pellets with varying 


Hisintegration times. Upon ingestion, part of the medication 


s released immediately; the rest is released gradually, 


yet uniformly, over a period of 8-10 hours, with therapeutic 


pffect lasting approximately 10-12 hours. 


ours 4 8 12 


his schematic graph illustrates the typical “peak and 
alley” therapeutic effect with tablets, t.i.d. 


hours 4 8 12 


Note—by contrast—in this graph the sustained therapeutic 
effect with one ‘Spansule’ capsule. 


ow ‘Spansule’ capsules differ from presently available 
‘enteric-coated” and layered “timed-action” tablets > 


Enteric-coated” tablets are designed merely to protect 
he medication from absorption until it reaches the 
mall intestine—to prevent nausea or irritation from 
rertain drugs. 

ayered ‘‘timed-action”’ tablets simply release two in- 
ividual concentrated doses—to provide a full day’s 
nedication with just one tablet. However, the thera- 


peutic effect of such preparations is no different from 
that obtained with ordinary tablets taken b.i.d. 


‘Spansule’ capsules, in marked contrast, provide a 
means of orally administering a drug so that a contin- 
uous and uniform supply of medication is made avail- 
able for absorption throughout the day—or night. 


smith, Kline & French Laboratories, Philadelphia 


Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ 


(see other side) 


‘Spansule’ ‘Spansule’ ‘Sp 
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Because of the advantages inherent in the ‘Spansule’ 
capsule dosage form, S.K.F. is working constantly 
toward the development of new ‘Spansule’ capsules 


incorporating adaptable therapeutic agents. 


The following Spansulet sustained release capsules 
are now available: 


Dexedrine* Spansule capsules 


DEXTRO-AMPHETAMINE SULFATE, S.K.F. 


for day-long control of appetite in weight reduction 


Benzedrine” Sulfate Spansule capsules 


AMPHETAMINE SULFATE, S.K.F. 


for relief of chronic tiredness 


Eskabarb” Spansule capsules 


PHENOBARBITAL, S.K.F. 


for continuous, even sedation throughout 
the day—or night 


Smith, Kline & French Laboratories, Philadelphia 


tTrademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


*Trademark. (see other si 


‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ 
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10 mg. & 
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15 mg. 
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| 


this 
underweight 
patient 


with DIOL 


Micronized emulsion of coconut oil (50%) and sucrose (1214%) 


caloric boost 
without gastric burden 


Schenley Laboratories, inc. 


New York 1, New York 
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A RECENT clinical study* on a 
group of 100 patients suffering 
from depressive and anxiety symp- 
toms and treated with Nicotal-G 
over a period of three weeks dis- 
closed favorable results. 


In addition to the relief afforded 
during the period of medication, a 
follow-up study showed improve- 
ment in 81% of 91 cases. 


Treatment 


DEPRESSIVE- 
ANXIETY 
MOODS 


Nicotal-G is available in grooved tablets con- 
taining nicotinic acid 100 mg. and phenobarbital 
8 mg., also as Nicotal-G Elixir containing the 
same dosage in each 5 cc. The medication is 
administered before meals according to a regu- 
lar dosage schedule covering three weeks at low 
cost to the patient. 


Nicotal-G is supplied in bottles of 100, 500 
and 1000 tablets; Nicotal-G Elixir, in pint and 
gallon bottles. Limited to prescription use and 
dispensing. Available at all drug-stores. 


Physicians are invited to try this new treat- 
ment for depressive-anxiety moods. Compli- 
mentary samples, dosage schedule, and scientific 
reprint will be mailed on request. 


*Thompson, L. J. & Carolina Medical 


MAIL COUPON TODAY 


N O T L-G TEST NICOTAL-G YOURSELF 


Anxiety DRUG SPECIALTIES, Inc. 


P. O. Box 830 
Winston-Salem, N. C. 


Kindly send me complimentary sample of 
Nicotal-G, also dosage schedule and scientific 
reprint. 


NICOTAL 


M. D. 
Zone........ 
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You wouldn’t 


prescribe 10 loaves 


of bread a day! 


Yet, that’s about how many 


loaves of bread are required to equal the 100 mg. 
nicotinic acid content of a single 


capsule of “Beminal" Forte with Vitamin C. 
Also containing therapeutic 
amounts of other essential B complex 
factors and ascorbic acid, this 
preparation is particularly 
suitable for use pre- and post- 
“% operatively, and whenever high 
' B and C vitamin levels are indicated. 


200.9 
10.0 


with VITAMIN G 


Ayerst, McKenna & Harrison Limited, New York, N. Y. « Montreal, Canada 
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“The value of 
sulfonamide mixtures 
in reducing 
crystalluria and 
renal complications 
is based on 


_________ undisputed experimental evidence 


“It has been confirmed 
by several independent 
groups of investigators 
in rigorous 
practical tests at 
the bedside.” 


(Lehr, D.:J.A.M.A., Feb. 5, 1949.) 


for safer, 
more effective, speedier, 
highly palatable 


sulfonamide 
therapy 


“each 5 ‘of syrup teaspoonful) 
grains of sulfa compound: 


Samples of 
Tri-Sulfanyl 
on request. 


CASIMIR FUNK LABORATORIES, INC. 
affiliate of U. S. Vitamin Corporation 
250 East 43rd Street, New York 17, N.Y. 
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SULFADIAZINE | 0.162Gm. | 
| (0.162 Gm. 
SODIUM CITRATE’ 0.375 Gm. 
*not contained in Tri-Sulfany! 
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Reflects in your patients... 


a fresh response and 
vigorous 
improvement 


therapy 
in tingle 


vitamin Byz plus intrinsic factor 


3 


In Armatinic Activated, the hemopoi- Each ARMATINIC ACTIVATED 


etic factors activate and potentiate a8 eas 
Ferrous Sulfate, 


each other in their interrelated role Exsiccated 
Vitamin Crystalline. .10 meg. 


A THE ARMOUR Vitamin C............... 50mg. 


in producing mature red blood cells. 


Liver Fraction II (N.F.) with 


: LABORATORIES Duodenum (contains Intrinsic 
A DIVISION OF ARMOUR AND COMPANY Factor) 
CHICAGO 11, ILLINOIS Supplied in bottles of 100 and 1000. 
Also available: Armatinic Liquid, bottles of 
8 oz. and 16 oz. 


21 
4 
- 
{ 
} 
Hf ~ 
/ | | 
LP 
+ 
| 


SOUTHERN MEDICAL JOURNAL , January 1954 


4 
for the ob ' 
e obese patient ... 


genuine Obedrin 
obtainable 


only on 


prescription 


tablets are 


monogramed 


(Methamphetamine HCI) for your 


Ascorbic Acid assurance of 


Thiamine HCI 
Riboflavin 


Niacia quality 
massengill 


= 
Semoxydtine 5 mg. 
Pontobarbital _............. 20 mg. 
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BUTAZOLIDIN 


(brand of phenylbutazone) 


_. Burazo.in1n relieves pain and improves function in the great majority 
of arthritic patients. Its broad ‘therapeutic spectrum makes it valuable 
in virtually all-the more serious forms of arthritis. Like other powerful 
antiarthritic agents, BUTAZOLIDIN should be prescribed according to 
a controlled regimen, based on careful selection of cases, judicious 
manipulation of dosage, and regular observation of the patient. To 

' obtain optimal therapeutic results with minimal incidence of side re- 
actions, physicians are urged to send for the brochure “Essential Clini- 
cal Data on Butazolidin,” - 


(brand of tablets of 100 mg. 


(1) Barns, J. J., and others: J. Pharmacol. & Ex- 
fer. Thérap. 106:375, 1952, (2) Byron, C. S., and 
Orenstein, H. B.: New York State J. Méd. $3:676 
(Mar. 15) 1953. (3) Currie, J.B: Lancet 2:15 
(July 5) 1952, (4) Davies, H. R.; Barter, R. Wi 
Gee, A., and Hirson, C.: Brit. M. J. 2:1392 
(Dec. 27) 1952. (5) Delfel, N. E., afl Griffin, 
A. C.: Stanford M. Bull. 2:65, 1953. (6) Domenjos, 
R.: Federation Proc. 11 :339, 1952. (7) Domenjoz, 
R.: Internat. Rec. Med. -165:467, 1952. (8) Gold- 
fain, E.: J. Oklahoma M. A. 46:27, 1953. (9) ‘Gut- 
- man, A. B., and YG, TE: Am. J. Med. 23:744, 1952. 


‘matic Diseases 3:23,- 1952, (12) Kuzell, W C.; 


Schaflarzick, R. W; Brown, B., and Mankle, E. A.: 
J,A.M.A, 149:729. (June 21) 1952. (13) Kuzell, 
W. C., and Schaffarzick, R. W.:. California Med. 
77:319, 1952. (14) Patterson, R. M.; Benson, 
J. E, and Schoenberg, PB. L.: U. S. Armed Forces 
M. J. 4:109, 1953. (1S) Rowe, A., Jr.; Tufft, 
R. W; Mechanick, P G., and Rowe, A. H.: Am. 
Pract. & Digest Treat., in press. (16) Smith, 
C, H., arid Kunz, H. G.: J. M. Soc. New Jersey 
49 306, 1952. (17) Steinbrocker, O., and others: 
J.A.M.A. 150:1087 (Now. 15) 1952. ing) Stephens, 


(10) Kuszell, W. C.: Annual Review of Medicine, 
Stanford, Annual Reviews, 2 :367, 1951. (11) Kusell, 
W. C., and Schaffarzick, R. W.: Ball. on Rheu- 


A. L., Jr, and others: J.A.M.A, 250:2084 
(Nov, 15) 1952. (19) Wilkinson, E. L., and 
Brown, H.: Am, J. M. Se, 225:153, 1953. 


GEIG¥ PHARMACEUTICALS 

* Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
In Canada: Geigy (Canada) Limited, Montreal 
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Oral penicillin is less prone to cause anaphylactoid 
reactions than is injectible penicillin. 
from a report by Welch et al. of the Food 
and Drug Administration, Antibiotics & 
Chemotherapy 3:891 (Sept.) 1953. 


‘*_. . there is no longer any reason to ques- 
tion the reliability and efficiency of orally 
administered penicillin, and it would appear 
that oral penicillin can be relied upon for 
the therapy of 80-90% of penicillin- 
treatable infections.” 


Boger, et al.: Oral Penicillin: Evaluation 
of All Forms, report distributed at New 
York Session of the A.M.A., 1953. 
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ctoid for high blood levels 
a for flexibility of dosage 
aa for palatability 


for ease of administration 
ques- 
orally 


“erm Rely on the Eskacillin* line 


sillin- per teaspoonful 

uation 

t New ‘ESKACILLIN 50’ 50,000 units potassium penicillin G 
‘ESKACILLIN 100” 100,000 units potassium penicillin G 
‘ESKACILLIN 250’ 250,000 units procaine penicillin G 
‘ESKACILLIN 500’ 500,000 units procaine penicillin G 


For combined penicillin-sulfonamide therapy: 


‘ESKACILLIN 100-SULFAS’ 
100,000 units potassium penicillin G plus a total of 0.5 Gm. (0.167 Gm. each) 
of 3 sulfonamides 


‘ESKACILLIN 250-SULFAS’ 
250,000 units procaine penicillin G plus a total of 0.5 Gm. (0.167 Gm. each) 
of 3 sulfonamides 


Smith, Kline & French Laboratories, Philadelphia 


the 


are painless penicillins 
are effective penicillins 


*T.M. Reg. U.S. Pat. Off. 
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l or methylxanthine derivative — 


DIAMOX is a new product. It is a 
potent, remarkably non-toxic 
inhibitor of the enzyme, carbonic 
anhydrase. 


DIAMOX is neither a gastrointestinal 
nor a renal irritant. DIAMOX has no 
cumulative toxic effect, even when 
administered as indicated for an 
indefinite period. 


Clinical studies have shown that 
many cases of cardiac edema which 
previously required mercurial ther- 
apy have been maintained edema-free 
on DIAMOX alone. These patients do 
not show the fluctuations in fluid and 


weight which characterize intermit- 
tent treatment with mercurials. 


DIAMOX should not be used with or 
immediately following administration 
of ammonium chloride, since the 
acidosis produced by ammonium 
chloride appears to block the action 
of DIAMOX. 


After a single morning dose of 
DIAMOX (5 mg. per kg.), a copious 
diuresis lasting 6 to 12 hours results, 
allowing for an undisturbed night. 


DIAMOX is supplied in scored tab- 
lets of 250 mg. (1-1 tablets should be 
administered each morning, accord- 
ing to weight). 


LEDERLE LABORATORIES DIVISION 30 Rockefeller Plaza, New York 20, N.Y. 
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BUT... nature’s first warning signals are up (sneezing, backache, itchy nose) 
and a cold is just starting to 


Trademark (Brand of p-methyl 


Synthenate Tartrate will abort colds quickly, easily, effectively—  Synthenate Tartrate is a peripheral circulatory stimulant 
and is virtually non-toxic. Caution should be used ia 
if used soon enough! For best results use not later than 


ied in 1 cc. f 25. 


Keep a handy office supply for your next patient who GEORGE A. BREON & COMPANY 


“feels a cold coming on.” Its fast action—10 to 30 minutes NEW YORK 18, NEW YORK 
after subcutaneous or intramuscular injection—will bring 


When the cold is this far along, doctor, why not try Breon’s 
quick patient relief and alleviate a cold before * 


secondary infection has a chance to develop. and Anodynos tablets, @ potent antipyretic and analgesic? 


t Dihydrocodeinone Bitartrate (Exempt narcotic except California, 
narcotic order required, 


4 
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Restored to 


WORKING EFFICIENCY 
4b by the Antirheumatic and 


/ Analgesic Properties of 


An effective salicylate response, adequate to 
relieve the discomfort of a host of arthritic 


and rheumatic affections, is readily produced 
~ D Sou, by Pabirin. High blood levels are quickly 
achieved and maintained because of the in- 
hibiting effect of PABA on salicylate excre- 

\ tion. Pabirin provides acetylsalicylic acid, 
widely regarded as the best tolerated and 

most efficacious of all salicylate compounds. 


Higher Potency... Sodium-Free 


Each Pabirin capsule now contains, in addi- 
tion to 5 gr. each of acetylsalicylic acid and 
PABA, 50 mg. of ascorbic acid. Six capsules 
daily thus supply a full therapeutic dose of 


ascorbic acid to prevent an excessive drop in 


vitamin C blood levels. Because Pabirin is 


sodium-free, it can be freely given between 


courses of ACTH or cortisone therapy, as 


Each capsule now contains: well as to cardiacs and hypertensives. Aver- 
Acetylsalicylic acid... Sgr. age dose, 2 or more capsules 3 or 4 times daily. 
Para-aminobenzoic acid. 5 gr. 
Ascorbic acid... .. 50 mg. 


Pabirin is available at all pharmacies. SMITH-DORSEY 


Lincoln, Nebraska 


a PREPARATION A Division of THE WANDER COMPANY 


Fi | | | 
PABIRIN 
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In female 
breast 
carcinoma 


Results of a recent clinical study show that 
Neodrol is effective in the palliative treat- 


ment of advanced, inoperable breast cancer if 
in the female. Of the 42 patients (some with is 
both soft tissue and osseous metastases) / 


treated with Neodrol, 43% demonstrated ob- 
jective improvement. 


In soft tissue 39% 
metastases (14 of 37 pts.) 


In osseous 25% 
metastases (8 of 32 pts.) 


22% 
(38 of 174 pts.) 


19% 


Pain 
Anorexia 11 10 
General Malaise 10 
Cough 7 6 
Dyspnea 13 8 , 
Headache 6 6 
Nausea 6 4 
Vomiting 3 


their carcinoma, a total of 87% experienced symp 
tomatic improvement under Neodrol the 


with a 
NEW 
crystalline 

steroid 


BRAND DF-STANOLONE 
\ 
Supplied: 10 cc. vials, 50 mg./ee_ 


PFIZER LABORATORIES Division, Chas. Pfizer &'C0.,Inc., BrookWR6, N.Y. 


j 
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Of the 36 patients with symptoms referable to 
Escher, G. C., et al.: Clinical 
Proceedings 1:51 (Apr. 
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Chemically distinct*.. 


Leeming brand of Triethanolamine Trinitrate Biphosphate, 2 mg. 


Clinically superior... 


*UniQquE NITROGEN LINKAGE: 


(H3PO4) ~_ _— CH2CH2-0-NOz 
CH2CH2-O-NO>2 
(HsPO,) 


METAMINE is a new, amino nitrate, chemically unique, 
because its nitrate groups are linked through a nitrogen 
rather than through a carbon atom. The effective dose 
(2 mg.) of METAMINE is much smaller than those of other 
long-acting nitrates used to prevent angina pectoris. 
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METAMINE, newest of the long-acting coronary vasodila- 
tors, has the smallest effective dose: 2 mg. Taken routinely, 
MEeEramInE prevents attacks of angina pectoris or greatly 
diminishes their number and severity. Even during pro- 
longed or excessive dosage, side effects are mild and in- 
frequent. Tolerance and methemoglobinemia have not 
been reported. 

The beneficial actions of MeTaMINE appear to affect the 
entire circulation, not just the coronary and myocardial 
vessels, reducing the work load and oxygen requirement 
of the heart and permitting a life of useful activity for 
the anginal patient who might otherwise become another 
cardiac cripple. 


for prevention of angina pectoris 


50 tablets 
Metami 


Jor ANGINA PECTORIS 
Kack tablet containe 


Numerous clinical and experimental studies since 1946 
indicate that MeTaMInz is ideally suited for routine pre- 
vention of anginal attacks because of low (2 mg.) effective 
dose, prolonged action, and exceptional freedom from side 
effects and tolerance. Blood pressure is not altered. Finally, 
while slower to act than nitroglycerin, METAMINE “exerts a 
more prolonged and as good, if not slightly better, coronary 
vasodilator action . . .” (Melville, K.I., and Lu, F.C.: 
Canadian M.A.J., 65:11, 1951.) 


DosaGE: To prevent angina pectoris, swallow 1 METAMINE 
tablet after each meal, and 1 or 2 tablets at bedtime. Full 


preventive effect is usually attained after 3rd day of 
treatment. 


Thos. Leeming Co: Ine. 


155 East 447TH Street, New York 17, N.Y. 
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Always 
WAS, IS and 
WILL BE 
Dependable 


in digitalization 


—Made from the leaf — 


(pres 


ar 


Davies 


Pin 


Davies, Rose & Company, Limited 


PHARMACEUTICAL MANUFACTURERS 


Digitalis 
(Davies, Rose} 
0.1 Gram 

1% | 
CAUTION fa 


& 
Bestes, Mess 


Comprise the entire properties of the 
leaf of Digitalis 


Physiologically Standardized 


Clinical samples and literature sent to physicians on request 


Boston 18, Mass. 


«Pil. Digitalis (Davies, Rose) 


0.1 Gram (approx. 1! grains) 


Each Pill is equivalent to one U. S. P. 
Digitalis Unit 


D23 


35 
and its maintenay 
The physician ¢ 
rely on 
“These 
fF 


> 


3 
j ns; MECHANISy OF ACTION OF PHENAPHEN w 
TH CODEINE — 
ASPIRIy, 
194 3 liet than *hap ter PGin re. 
mg. (. gr.) “Fordeg by 
16.2 m9. (Ye Gtive Potentiato, alla ; Malgesic. j 
bluny Pain Percept, y and Sedative 
122-4 mg. with other enaing.. val syn, SAFE 
INE *Stisfactory — 


ROBINS CO, INC--RICHMOND 20, VIRGINIA > 


Glyceryl guaiacolate 100 mg. <n 
hydrochloride 1 mg. in a palatable syrup vehicle. 
3 
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Right—Functioning 
ovary in a woman 
of childbearing age. 


Below— 
Postmenopausal ovary, 
consisting chiefly 

of sclerotic 

and fibrotic tissue. 


“Target action” in 
Vallestril® therapy 


Vallestril is described as having “‘target ac- 
tion” because it provides potent estrogenic 
activity only in certain organs. 

Vallestril combines a potent action on the 
vaginal mucosa with minimal effect on the 
uterus or endometrium. 

This distinctive, selective action helps ex- 
plain the unusually low incidence of with- 
drawal bleeding as reported in recent carefully 
controlled studies. For this reason alone, 
Vallestril is preferentially indicated in the 
therapy of the menopausal syndrome. 

Vallestril ‘“‘quickly controls! menopausal 
symptoms, .... The beneficial effect of the 
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medication appeared within three or four 
days in most menopausal patients. There is 
also evidence that the patient can be main- 
tained in an asymptomatic state by a small 
daily dose, once the menopausal symptoms 
are controlled.” 

The dosage in menopause is one tablet (3 
mg.) two or three times daily for two or three 
weeks; then reduced to one or two tablets 
daily as long as required. 
1Sturnick, M. I., and Gargill, S. L.: Clinical Assay 


of a New Synthetic Estrogen: Vallestril, New Eng- 
land J. Med. 247:829 (Nov. 27) 1952. 


SEARLE Research in the Service of Medicine 
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IN ARTHRITIS 
three jumps ahead... 


To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 


*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 


FORMULA 
Sodium Salicylate 5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 
dried... gt. (0.12 Gm.) 
Calcium Ascorbate...1 gr. (60 mg.) 


(equivalent to 50 mg. Ascorbic massengill 


Acid) 
Calcium Carbonate... gr. (60 mg.) BRISTOL, TENN. 


massive 
salicylate. 
blood levels 


954 
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Sulfadiazine... 


Sulfamethazine . 
Sulfacetamide. 


Each tablet or each teaspoonful (5 tt.) of 
chocolate-flavored suspension contains: 

Gm. 
Sulfamerazine. .... . 0.167 Gm. 


Each tablet or each teaspoonful (5 cc.) of 
chocolate-flavored suspension contains: 


Sulfamerazine. . 


Gm: 
Gm, 
0.056 Gm. 


Tablets: Bottles of 100. ia 
‘Suspension: Bottles of 4 and 16 oz. M8 


Sulfomethazine...........0.056 Gm. THE NEW 


Sulfacetamide............0.111 Gm. 


Potassium Penicillin G QUADRI-SULFA MIXTURES 


(Buffered).... + 256,000 units 
Tablets: Bottles of 36 and 100. 
Powder: In 60 cc. vials to provide 2 
oz. of suspension by the addition of 
40 cc. of water. 


mides plus antibiotics have a synergistic or additive 


toxicity and blockage are minimal, 


Ie { the new fourth dimension in sulfa therapy 
ee Clinical experience indicates that the four sulfas in Deltamide 


provide high and sustained therapeutic sulfonamide blood levels. 
More recently, clinical experience and research indicate that sulfona- 


some organisms when used together as antibacterial agents. Renal 


THE ARMOUR LABORATORIES 


DIVISION OF ARMOUR AND COMPANY CHICAGO 1i, 1LLINOIS 


action against 
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HIGHLY SUCCESSFUL — Extensive clinical investigations 
have yielded successful results with Milibis vaginal suppositories 


in 97 per cent of cases of trichomonal, monilial, bacterial 


and mixed vaginal infections. 


RAPID RESPONSE — 


In many instances, 5 Milibis vaginal suppositories, one inserted every other night, proved 
sufficient. In some cases, however, it was necessary to extend or repeat treatment 
or to increase the dose up to 2 suppositories daily for two weeks. 


MILIBIS  vacinat suppositories 


Supplied in boxes of 5, each suppository containing 0.25 Gm. of 
Milibis in a gelatin-glycerine base. 


New 18, NY. Winosoa, Owr. 


Milibis, trademork reg. U.S. Pot. Off., brand of bismuth glycolylarsanilate 
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SUCCESS 1N 


appetite control 


/ ‘ ‘ 
4 
— 4 
| 
1 
« | 
& 
« 
4 


f, 


DIRECT - RECORDING 
ELECTROCARDIOGRAPH 


@ precision recording 

@ simplicity of operation 

@ continuous visibility of the record 

@ no developing, darkroom or 
chemicals 

—functional perfection to make elec- 


trocardiography ‘a simple office 
procedure.’ 


CORPORATION 


MILTON, WISCONSIN 


RELAXATION 
taken with the 'Ogram: \ 
3 
_ Mephate ‘Robins relaxes skeletal 
spasm and tremor without impairing 
A strength;and allays nervous tensionand 
anxiety without dimming consciousness. 
and 0.30 Gm. of glutamic acid hydro; 
¢ chloride in each capsule) has be 
shown. to be more effective clinically 
Ethic | Pharmaceuticals. of, Merit since 1878 
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.--She’s the picture 


of misery, doctor, 
whenever 


she catches 


cold... 
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What mother . . . when her youngster 
has a “‘stuffed-up nose” . . . remembers 
your warnings about indiscriminate use 
of topical applications? 

Novahistine, taken orally, reduces 
nasal congestion promptly. It eliminates 
your problem of “‘overtreatment”’ be- 
tween office visits . . . and mother’s prob- 
lem of administering drops or sprays to 


a rebellious child. 


The vasoconstrictor agent® in Nova- 
histine causes no cerebral excitement 
and does not lose effectiveness with re- 
peated dosage. Its action is potentiated 
by one of the most effective, least toxic 
histamine antagonists.” 


NOVAHISTINE IS AVAILABLE 
AS A PALATABLE ELIXIR AND 
SMALL, EASY-TO-TAKE TABLETS. 


NASAL 
DECONGESTION 
.-- WITH ORAL DOSAGE 


NOVAHISTINE. 


Each teaspoonful or tablet provides: 
(1) Phenylephrine hydrochloride. . . . 
(2) Prophenpyridamine maleate 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc., Indianapolis, ind. 
*TRADEMARK 
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With the introduction ot Topical Ointment, 


corTRIL Ophthalmic Ointment, and corTRit Aqueous Suspension for 
intra-articular injection, significant and definite anti-inflammatory action 
is now possible at the local level without systemic effect. 


in a wide variety of dermatoses 


CortrIL Topical Ointment, applied locally, is effective in allergic 
skin disorders. The unique topical action of this corticoid 

agent safely controls local edema, erythema, and inflammatory 
infiltration, and markedly relieves the distressing pruritic 
manifestations of atopic and contact dermatoses. 


the antt-inflammatory hormone 


in ocular disorders 


With cortrit Ophthalmic Ointment, local inflammatory edema 
is safely controlled and fibrous tissue proliferation and corneal 
vascularization which can result in scarring are significantly 
inhibited in conditions of the anterior chamber of the eye. 


inflamed joints, 

sprains, and bursitis 

Injected directly into arthritic joints and bursae, CORTRIL 
Aqueous Suspension provides a prompt and striking decrease in 
pain, stiffness, and swelling, entirely through local action. 


CortRIL and TERRAMYCIN when used concurrently provide 
combined anti-inflammatory and anti-infectious therapy — 
a desirable as well as a useful precaution in many indications. 


PFIZER LABORATORIES. Brooklyn 6, New York Pfizer 
Division, Chas. Pfizer & Co., Inc. 
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HP*ACTHAR Gel, subcutaneously or intramus- 
cularly brings fast, dependable relief in ano- 
genital pruritus and other itching dermatoses. 
HP*ACTHAR Gel does not provoke sensitivity 
reactions, as do so many “sedative drugs” or 
“antipruritic ointments”. 

Three patients with intractable anogenital 
pruritus who were completely relieved by ACTH 
therapy have been reported in a recent article.t 
In other instances, HP*ACTHAR Gel provides 
needed relief until specific, time-consuming 
measures can exert control. 


tF.omer, J. L., and Cormia, F. E.: J. Invest. Dermat. 18: 


The small total dose re- 
quired affords economy and 
virtual freedom from side 
actions. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
A DIVISION-OF ARMOUR AND COMPANY 
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wherever 
Codeine + APC 
is indicated 


ERCODAN 


TABLETS* FOR PAIN 


Provides faster, longer-lasting, and 
more profound pain relief. Obtainable on 
prescription. Narcotic blank required. 


*Salts of dihydrohydroxycodeinone 
and homatropine, plus APC. 


Literature? Just write to 


ENDO PRODUCTS INC., 
Richmond Hill 18, N.Y. 
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Why risk sensitization 
resistant organisms 
using systemic 
antibiotics for intranasal 
application? 


Violent sensitization following parenteral 
administration of a widely used systemic 
antibiotic, which is also available in nose- 
drop form. Painted by medical illustrator 
Paul Peck from actual case. 


‘DRILITOL’—S.K.F.’s dual antibiotic intranasal preparation— 
obviates fear of sensitization or resistant organisms to widely 
used systemic antibiotics. 


WITH ‘DRILITOL’, there is no danger of sensitizing the patient 
to—nor of developing in him organisms resistant to—penicillin 

or the “‘mycins”, which are so frequently used systemically 

in serious infections. 


. 
é 
are 
ag 


Vol. 47 No. 1 SOUTHERN MEDICAL JOURNAI. 45 


‘DRILITOL’ contains two effective antibiotics 
that are not in wide-spread systemic use. 


In combination, these antibiotics—anti-grampositive gramicidin and anti- 
gramnegative polymyxin—actually potentiate each other. This important 
phenomenon results in an enhanced antibiotic action that attacks the 
wide spectrum of bacteria commonly found in intranasal infections. 


‘DRILITOL’ also contains the effective decongestant, Paredrinet Hydrobromide, 
and the antihistaminic, thenylpyramine hydrochloride. 


Smith, Kline & French Laboratories, Philadelphia 


FORMULA: Contains gramicidin, 0.005%; polymyxin B sulfate, 500 U/cc.; thenylpyramine 
hydrochloride, 0.2%; ‘Paredrine’ Hydrobromide (hydroxyamphetamine 
hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 
‘Spraypak’ Trademark 
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PHILADELPHIA 2, PA. 


ORAL PENICILLIN IS AT ITS BEST 


WHEN IT Is 
RELIABLY 
ABSORBED 


WHEN ITs 
THERAPEUTIC 
EFFECTIVENESS 
1s ESTABLISHED 


WHEN PALATABILITY 
ASSURES PATIENT 
COOPERATION 


WHEN STABILITY 
ASSURES RE- 
TENTION OF 
POTENCY 
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“The development of dibenzylethylenediamine dipenicillin 
is one of the important milestones in antibiotic therapy.’ 


BICILLIN*® 


SUPPLIED: ORAL SUSPENSION BICILLIN: Bottles of 2 fi. oz.; Two strengths: 


TABLETS BiciLLIN: 200,000 units; bottles of 36. 
TABLETS BiciLLIN: 100,000 units; bottles of 100. 


REFERENCES 


January 1954 


‘*. . . the first oral preparation of penicillin which has 
in our experience been reliably absorbed in 100% 
of patients, irrespective of size and weight and using 
a standard dose of 300,000 units... [it] was given 
irrespective of the time of meals and whether the 
stomach might be full or not’’!; .. . “‘may be given 
without regard to meals.. 


“The results presented indicate that the oral peni- 
cillin suspension studied by us is a satisfactory 
antibiotic for the treatment of some of the common 
infections of the respiratory tract caused by 6-hem- 
olytic streptococci’ ...and uncomplicated pneu- 
monias of childhood.! 


Bicillin ‘‘oral suspension is palatable, was accepted 
without difficulty by all patients in both groups 
[children and adults] and was well tolerated.’ 


“No children of any age have been disturbed, and 
the palatability of the product has made its admin- 
istration easy.””! 


Bicillin is highly insoluble in water. Its aqueous 
suspension, ready for immediate use, is stable for 
2 years at ordinary room temperature—77°F. (25°C.). 
Refrigeration is unnecessary. 


DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 


300,000 units per tsp. (5 cc.). 
New! 150,000 units per tsp. (5cc.). 


1. Cathie, 1.A.B., and MacFarlane, J.C.W.: Brit. M. J. 1:805 (April 11) 1953. 


. Coriell, L.L., and others: Antibiotics & Chemotherapy 3:357 (April) 1953. 


. Barach, A.L.: Geriatrics 8:423 (August) 1953 


2. 

3 

4. Finberg, L., Leventer, I., and Tramer, A.: Antibiotics & Chemotherapy 3:353 (April) 1953 
5. Editorial: Antibiotics & Chemotherapy 3:347 (April) 1953. 
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Get brilliant photographs ... 
1954 
With the Kodak Master View Camera, 4 x 5, you can be sure 
of brilliant results . . . sharp, clear, black-and-white photo- 
graphs—full-color transparencies that sparkle with detail . . . 
files full of material—close-ups, gross specimens, clinical 
studies, copies of drawings or charts—for teaching, research, 
1 has reference and publication, 
00% 
ising 
iven 
the 
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eni- 
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mon 
em- 
ups 
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1in- 
Tuberculous Tenosynovitis: Pierre LeDoux, Medical Illustration 
ous Laboratory, Veterans Administration Center and Hospital, 
Wood, Wisconsin. 
for 
Get the Kodak Master View Camera, 4x5... 
lin 
~~ Combines light weight, great rigidity and operating 
> flexibility. Has revolving back, rising-falling front, 
horizontal and vertical swings and other adjustments 
Wide choice of Ektar lenses—all color-corrected—all 
. with glass-air surfaces Lumenized. List price—camera, 
e carrying case, holder—$145, subject to change with- 
° out notice. Lenses extra. 
. For the full story, see your Kodak dealer or write: 
e 
EASTMAN KODAK COMPANY 
i Medical Division, Rochester 4, N.Y. 
° Complete line of Kodak Photographic Products 
e for the Medical Profession includes: cameras 
‘ and projectors—still and motion-picture; film 
—full-color and black-and-white (including 
7 infrared); papers; processing chemicals; micro- 
filming equipment and microfilm. 
Rear view of Camera 
showing revolving back 
53 


Ik 


SOUTHERN MEDICAL JOURNAL 


LACTINEX 


TABLETS 


@ Successful clinical results are being 


obtained in gastrointestinal disturbances, 
particularly diarrhea, including those 


resulting from antibiotic therapy. 


‘Lactinex’ Tablets contain a standardized viable 
mixed culture of Lactobacilli acidophilus and 


bulgaricus. 


‘Lactinex’ Tablets are highly effective in 


reestablishing normal physiology in gastrointes- 
tinal disturbances when prescribed in dosages of 
2 to 4 tablets three or four times a day with at 


least one half glass of milk. 


Supplied in bottles of fifty tablets. 


LACTINEX 


ABLETE 
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TREATMENT OF CANCER OF THE 
TONGUE AND ITS CERVICAL 
METASTASES WITH IRRADIATION* 


By Cuarces L. Martin, M.D. 
Dallas, Texas 


Since cancer of the tongue is one of the 
most common malignant lesions in the oral 
cavity and since it produces more deaths than 
any other malignant tumor encountered in 
the head and neck, every effort should be 
made to improve the methods of treatment. 
Of course it is self evident that earlier diagno- 
sis is of paramount importance, particularly 
for those tumors which begin well back on 
the base of the tongue where they are not 
readily visualized. Although intensive educa- 
tional campaigns have been aimed at both 
physicians and laymen, those of us who treat 
the disease still see too many patients who 
are concerned about the appearance of metas- 
tatic nodes rather than the painless primary 
lesions which have been disregarded or treated 
with simple remedies. 


METHODS OF TREATMENT 


Many of our foremost clinics are now busily 
engaged in the development of very radical 
surgical procedures consisting for the most 
part of the removal “en bloc” of a portion 
of the tongue, floor of the mouth and con- 
tiguous pharyngeal structures combined with 
a hemi-mandibulectomy and a radical neck 
dissection. Such deforming procedures will be 
justified only when statistical surveys are avail- 
able which show a definite improvement over 
the well documented results obtained with 
more conservative time tried methods. A rep- 
resentative cross section of such results ob- 
tained from well known sources located in four 
different countries is set down in Table 1. 


The basic technics are indicated in Table 2. 


*Read in Section on Radiology, Southern Medical Association, 
a Annual Meeting, Atlanta, Georgia, October 26-29, 


It is interesting to note that some form of 
interstitial radiation is used in the accessible 
tongue lesions in all of the various centers ex- 
cept the Radiumhemmet in Stockholm. Such 
therapy was discontinued in that clinic be- 
cause of poor results obtained with high in- 
tensity radium needles used for short periods 
of time. A teleradium technic was substituted 
but apparently electrosurgery is used for resid- 
ual carcinoma in many cases so treated. All 
of the clinics use external x-ray or teleradium 
therapy for the treatment of tumors located 
well back on the base of the tongue involving 
the pharynx. 


In five of the eight clinics listed low inten-. 
sity radium needles constitute the method of 
choice for accessible lesions. The author 
adopted the low intensity radium needle tech- 
nic in 1930 and at the present time it is used 
in our clinic as the method of choice for all 
accessible intraoral carcinomas. The details 
of the method, which is based on the implan- 
tation of needles containing very small 
amounts of radium for relatively long periods 
of time, have been described in previous ar- 
ticles.® 1° 


More than half of the patients with cancer 
of the tongue develop cervical lymph node me- 
tastases and their care constitutes a major 
problem. Reference to Table 2 shows that 
block dissection is considered the treatment 
of choice for this complication in all of the 
centers listed. However, the Memorial Hos- 
pital group in New York has reported some 
success with a combination of implanted ra- 
don seeds and x-ray therapy first advocated 
by Quick" in 1931. This technic utilizes do- 
sages much larger than those applied to pri- 
mary lesions and the results obtained indicate 
that carcinoma growing in lymph nodes must 
be treated very intensively. In 1935 the author 
treated a patient with large cervical nodes 
secondary to a cancer of the lip successfully 
using a combination of implanted low inten- 
sity radium needles and x-ray therapy. Since 
1937 all patients with such metastases in the 


: 
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neck admitted to our clinic have received a 
similar form of therapy and block dissections 
have been reserved for some of the irradi- 
ation failures. The details of the technic have 
been published in previous papers.'? !3 14 


Such a radical departure from accepted 
methods seemed justified by our early results 
and this paper which reviews our experience 
during a period of 12 years is presented to 
illustrate what may be done for cancer of the 


Carcinomas of the lateral border and under anterior surface of the tongue. Note the smooth scars observed 
five months and seven months, respectively, after treatment with low intensity radium needles. 


Fic. 1 
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tongue with an approach which is primarily with cancer of the tongue was admitted to 
non-surgical. our clinic. Some were far advanced and some 
ae eee had been treated unsuccessfully elsewhere but 

From 1936 to 1948 a group of 94 patients all received some form of treatment and none 


Fic. 2 


Carcinomas of the posterior lateral border of the tongue and the soft palate and the posterior lateral bor- 
der of the tongue. Note the smooth scars observed two and a half months and one and a half months, re- 
spectively, after treatment with low intensity radium needles. 
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is omitted from this series. Since statistics properly compared with those given in this 
published by surgical clinics are often based paper. 

on the operable group alone note should be Biopsies revealing squamous cell carcinoma 
made of the fact that such figures cannot be were obtained in all but four cases all of 
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Carcinomas of the left base of the tongue, gutter and anterior pillar and the left base of the tongue. Note 
the smooth scars observed one and a half months and two and a half months, respectively, after treatment 
with low intensity radium needles. 
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which had far advanced lesions which could all five-year cure rate of 32 per cent was ob- 
be diagnosed clinically. All of the four are tained for the entire series of 94 patients no 
dead and none is included in the cured group. one of whom had radical tongue surgery or a 

Reference to Table 3 shows that an over primary block dissection. At the present time 


Fic. 4 


Large deep seated carcinomas of the lateral borders of the tongue. Note the smooth scars observed three and 
a half months after treatment with low intensity radium needles. 
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Author 


CURE RATE FOR CANCER OF THE TONGUE 


Location Cases Treated 5 Yr. Cures Per Cent Cured 
Julliete Baud Curie Foundation 1055 182 17.2 
Ellis Berven Radiumhemmet 302 75 24.8 
Sir Stanford Cade London 220 49 22.3 
B. W. Windeyer London 230 49 21.3 
Gibbel, Cross, and Ariel Hines, Illinois 213 29 13.6 
H. B. Elkins Iowa City, Iowa 98 24 24.5 
Martin, Munster, and Sugarbaker New York 556 124 22.3 
Cc. P. Donlan New York 55 17 Lee 


20.1 


Author 

Julliete Baud 

Ellis Berven 

Sir Stanford Cade 

B. W. Windeyer 
Gibbel, Cross, and Ariel 


Tongue Lesion 


TREATMENT OF CHOICE FOR CANCER OF THE TONGUE 


Low intensity rad. needles 
Teleradium and electrocoagulation 
Low intensity needles, teleradium 
Low intensity needles, teleradium 
Radon seeds, x-ray therapy, surgery 


Cervical Nodes 


Block dissection 
Block dissection 
Block dissection 
Block dissection 
Block dissection 


H. B. Elkins Low intensity needles, x-ray therapy Block dissection 
Martin, Munster, and Sugarbaker Radon seeds, x-ray therapy, surgery Block dissection, radon seeds, x-ray therapy 
C. P. Donlan Low intensity needles, x-ray therapy Block dissection 


no better figures obtained with radical surgery 
are available to the author but some of the 
more radical work is fairly recent and the 
final results must be evaluated at a later date. 

A study of the 30 successful cases is of in- 
terest and the details of treatment are set 
down in Table 4. The needles used were of 
three types containing 0.66, 1.33 and 2.4 mg. 
of radium, respectively, and the number of 
the various sizes used in each case is tabu- 
lated. All implanted needles were left in 
place for a period of seven days and x-ray 
therapy, when it was used, was given simul- 
taneously. Perhaps the most important factor 
consisted of the elaboration of needle patterns 
designed to deliver doses varying from 6,000 


CANCER OF TONGUE TREATED WITH IRRADIATION 
1936-1948 

Total number of patients treated 94 

Number of patients well 5 or more years 30 (31.9 per cent) 


Number of patients dead 
with no cancer present 12 


94 — 12 = 82 
30 (36.5 per cent) 


Determinate group 
5 Year cures in determinate group 


Taste 3 


TABLE 2 


to 12,000 gamma roentgens throughout the 
involved areas. 


Palpable lymph nodes were treated in 10 
of the 30 successful cases. They were present 
at the time of admission in five and discovered 
at a later date in the other five. No nodes 
were removed for biopsy studies and some will 
feel that our work is unscientific because of 
this omission. However, we share the opinion 
of Martin and Romieu! who say: 

“Having found it (the primary lesion) and estab- 
lished its cancerous nature, the surgeon may logically 
accept any cervical lymph node enlargement as met- 
astatic.” 

In some instances removal of a single node 
for biopsy study has seemed to hasten the ap- 
pearance of other nodes and we no longer 
consider it an essential procedure. At the 
present time needle biopsies are carried out 
when doubt exists but an effort is made to 
keep all manipulations in and about lymph 
nodes at a minimum. 

As indicated in Table 5 palpable cervical 
nodes were treated with a combined radium 
needle and x-ray technic in 56 of the 94 cases 
and a satisfactory result was observed after 


2729 549 = 
TABLE 
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Tongue 
Lesion 


1 Right base 


2 Mid border 


3 Mid border 


4 Anterior 
Underside 


5 Anterior 
Border 


6 Mid border 


Left base 


8 Anterior 
Underside 


Mid border 


10. Mid border 


Posterior 
Border 


12. Posterior 
Border 


13. Posterior 
Border 


Posterior 
Border 


15 Right base 
16 Under tip 


17 Lateral 
Underside 


18 Right base 


Post 
Underside 
20 Mid border 
21 Mid border 


22 Mid border 
23 Mid border 


24 Mid border 


25 Posterior 
Border 


26 Mid border 


Lateral 
Underside 


Posterior 
Border 


29 Right base 


30 Posterior 
Border 


Tongue Therapy 


Metastatic Nodes 


TABULATION OF CURED CASES 


Node Therapy 


Complication Operated 


Radium 
Needles 


6x1.33 
5x0.66 


5x1.33 
5x0.66 


4x1.33 
1x0.66 


3x1.33 
1x0.66 


7x1.33 


5x1.33 
1x0.66 


6x1.33 
4x1.33 


1x0.66 
7x1.33 


5x1.33 
1x0.66 


6x1.33 
1x0.66 


4x1.33 
2x0.66 


7x1.33 


5x1.33 


6x1.33 


6x1.33 
3x0.66 


5x0.66 


6x1.33 


6x0.66 


7x1.33 
7x1.33 


5x1.33 
6x1.33 


6x1.33 


4x1.33 
*6x1.33 


6x1.33 
5x1.33 


6x1.33 
2x0.66 


4x1.33 
6x1.33 


6x350 
5x350 
6x350 


6x350 


6x350 


6x350 


6x350 


Admission 


9 mo. 


Admission 


10 mo. 


Admission 


Admission 


4 mo. 


Admission 


None 


Submental 
Up. cerv. 
Submax. 

None 


None 
None 


None 


Up. cerv. 


Mid cerv. 
None 
None 
None 


None 
None 


Submax. 


Submax. 


Lw. cerv. 
None 


None 
Up. cerv. 


None 
None 
Submax. 
None 


None 
None 


None 


Submax. 
None 


Node 
Diam. cm. 


2.0 


2.5 


6.0 


2.0 


2.5 


2.0 


2.0 


Radium 
Needles 


Submental 
6x1.33 
2x2.4 


5x1.33 
1x2.4 
6x2.4 
7x1.33 
2x2.4 


Submental 
3x1.33 


6x2.4 


5x2.4 


Submental 
6x1.33 


5x1.33 


5x1.33 


5x1.33 
1x2.4 


Submental 
6x1.33 


2x2.4 


7x1.33 
1x2.4 


5x1.33 


X-ray r 


5x350 


6x350 


6x350 


6x350 


6x350 


6x350 


6x350 


6x350 


6x350 
6x350 


6x350 


6x350 


6x350 


6x350 


Appeared 
at 


6 yrs. 


yrs. 
2 yrs. 


3 yrs. 


Operation 


Up. alveolus 
resection 


Partial jaw 
resection 


Jaw resection 


Scar coag. 


Scar resection 
in neck 


*Recurrence treated four years later. 


54 
7 
a a 
- 
3.0 None 16 yrs. 
25 Oy 
| = yr. 10 yrs. 
3.0 15 9 yrs. 
25 8 yrs. 
= 
2.0 8 yrs. 
9° 3.7 8 yrs. 
|_| 
25 2 mo. 7 yrs. 
3x1.33 
y 
2.0 7 yrs. 
| || y 
: 3.0 7 yrs. 
14 1 6 yrs. 
3.0 | | 6 yrs. 
Xd. 
2.5 
15S 6 yrs. 
2.7 6 yrs. 
3.0 3 yrs. = 5 yrs. 
= 
8 mo. = | 5 yrs. 
1.5 
om 
28 3.5 
TABLE 4 
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five years in 10, or 17.8 per cent, of the entire 
group treated. However, the nodes completely 
disappeared in 70 per cent of these patients 
and death was due to other causes in many 
of them. 

Complications.—All clinics giving enough 
radiation to produce cures of intraoral cancer 
report some sequelae. The hazard seems to 
be greatest when external sources are used 
because larger volumes of tissue must be tra- 
versed by the rays. Heavily filtered low in- 
tensity radium needles properly implanted 
limit the effective radiation to a relatively 
small volume of tissue and should produce the 
smallest amount of tissue and bone damage. 

The secondary operations which were 
deemed necessary for the eradication of such 
sequelae and for local recurrences in the 94 
cases reported are listed in Table 6. Our most 


PATIENTS WITH CANCER OF TONGUE WITH 
PALPABLE CERVICAL LYMPH NODES 


Per 
Cent 
Number of cases with palpable nodes 56 59.2 
Number of cases with nodes at first visit 29 30.7 
Number of cases with nodes well 
five or more years 10 17.8 
TABLE 5 


SECONDARY SURGERY FOR COMPLICATIONS IN 94 
CASES OF CANCER OF TONGUE 


Cases 

Resection of damaged mandible 8 
Resection of radiation necrosis 5 
Resection of painful scar 3 
Resection or coagulation of recurrence 4 
Neck dissection 1 
Repair fistula in floor of mouth 1 
17 

TABLE 6 


ANALYSIS OF 64 CASES NOT WELL FIVE OR MORE 
YEARS 


Cases 
Dead with cancer in mouth or neck 30 
Dead with distant metastases 5 
Dead from other causes with cancer present 3 
Lost, cancer present at last visit ll 
Dead from therapy complications with no cancer present 2 
Died of nephritis during treatment 1 
Dead of other causes, no cancer present 12 


TABLE 7 
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serious difficulties occurred during the earlier 
years before adequate experience had been 
obtained. In the beginning prophylactic 
treatment of the submental and submaxillary 
regions was often carried out at the time that 
the primary tongue lesion was treated. In 
many instances it was noted that the mandible 
was damaged by this procedure. Jaw re- 
sections became necessary in two of the early 
successful cases (Table 4) because of such over- 
enthusiasm. In 1942 the technics were changed 
so that the therapy given to the tongue and 
the neck was never allowed to overlap and 
when possible the two areas were treated at 
different times. No jaw resections have been 
found necessary since this change was insti- 
tuted. At the present time secondary surgery 
is carried out for occasional small patches of 
necrosis which do not heal readily or for local 
recurrences. We are also experimenting with 
secondary block dissections in the more ad- 
vanced cases in which lymph node regression 
has not been complete. 

Uncured Cases——Much can be learned by 
studying the progress of the patients who can- 
not be included in the group known to be 
well for five or more years. Although only 30 
can be classified as five-year cures, complete 
healing of the primary lesion in the tongue 
was observed in 67, or 71.2 per cent, of the 
entire series. The available information about 
the 64 cases not listed as cured is tabulated in 
Table 7. One died of a severe nephritis before 
the radiation was finished. In 12 with excel- 
lent primary healing, death occurred from in- 
tercurrent diseases before the five-year period 
of observation had expired. In this group the 
causes of death were pneumonia in one; cir- 
rhosis of the liver in one; heart disease in 
four; senility in four; a cerebral accident in 
one and cancer of the prostate in one. Un- 
doubtedly some of these patients were cured. 
Most of them were quite old and all of them 
lived out their life spans free of the symp- 
toms of cancer of the tongue. 

Of the three patients dying of other causes 
with cancer still present, one died of heart 
disease eight years after the first treatment 
and the cause of death was not ascertained 
in another who had been kept relatively com- 
fortable for a period of six years. The third 
case was improving but died with coronary 
occlusion nine months after the first treat- 
ment. 


The two deaths accredited to the ef- 
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fects of radiation occurred in other hospitals 
where no very accurate information could be 
obtained. In one the contributing cause was 
listed as “necrosis of the neck” occurring six 
years after treatment. A diagnosis of osteo- 
myelitis of the jaw made in the second case 
was probably correct. 


It seems likely that distant metastases were 
present in many of the failures but they were 
listed as the cause of death in only five cases. 
The lungs were invaded in three, the bones 
in one and the liver in one. 


SUMMARY 


A study of 94 consecutive cases of cancer 
of the tongue reveals that an over all five-year 
cure rate of 32 per cent was obtained with a 
non-surgical method based on the treatment 
of the tongue lesions with implanted low in- 
tensity radium needles and the use of low 
intensity radium needles and x-ray therapy for 
metastatic cervical lymph nodes. A five-year 
cure rate of 17.8 per cent was observed in a 
group of 56 cases having palpable cervical 
lymph nodes in which block dissections were 
not done. The palliative value of the meth- 
ods used is indicated by the complete healing 
of the primary lesions and disappearance of 
nodes in approximately 70 per cent of the 
cases treated. 
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DISCUSSION (Abstract) 


Dr. James A. Meadows, Jr., Birmingham, Ala.—Our 
routine therapy for carcinoma of the tongue is based 
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on radon seed application, plus external irradiation. 
We like seeds because of the ease of accurate applica- 
tion and supplemental x-ray therapy rather than seeds 
alone in order to obtain a more homogenous distribu- 
tion of the irradiation. We give 6,000 gamma r with 
radon seeds, supplemented with a 2,800 r tumor dose, 
using 200 kv., 20 ma., 50 cm. distance and Thoreus 
filtration, with portals of sufficient size to cover the 
lesion. We still rely on the surgeon for a suprahyoid 
neck dissection. If positive nodes are found a total 
neck dissection is carried out. 


I note that Dr. Martin recommends external irradi- 
ation for lesions of the base of the tongue. We feel 
that the Lynch suspension makes these lesions as easily 
accessible as those of the mid tongue and, therefore, 
use the same routine of radon, plus x-ray therapy 
in their treatment. If you have not tried the Lynch 
suspension method I would suggest you discuss it 
with your ear, nose and throat confreres. It gives ex- 
cellent exposure for evaluation of the extent of the 
lesion for biopsy, and makes radon seed application 
very simple. 

I should like to ask two questions. First, what is 
your routine, Dr. Martin, for the care of positive 
nodes high in the anterior cervical chain, those that 
are situated adjacent to the medial aspect of the angle 
of the mandible? Secondly, when should neck dis- 
section or needle insertion be carried out for positive 
nodes in relationship to the treatment of the primary 
lesion? 

Dr. Martin (closing)—Dr. Meadows advocates the 
use of implanted radon seeds and I know that they 
can produce some good results in competent hands. 
However, I should like to point out the fact that the 
seeds used in this country give off some beta radiation 
and for that reason they are likely to produce necrosis 
when they are used near bone. It is also rather diffi- 
cult to place them uniformly in a large tumor and, of 
course, they are retained in the tissues as foreign 
bodies. We have been able to treat carcinomas in- 
volving the hard palate and gums successfully with low 
intensity radium needles without producing irrepar- 
able bone damage. 

Dr. Meadows also uses external x-ray therapy with 
his radon seed implantations. When radium needles 
are properly implanted, we feel that external radiation 
is not necessary and it tends to increase the number 
of irradiation sequelae. 

A question was asked about our method of treating 
high metastatic cervical nodes. I assume the nodes 
referred to are those found under the mandible and 
just below the mastoid. The submandibular nodes are 
implanted with a vertical row of needles inserted 
under the edge of the mandible and those which lie 
more posteriorly are implanted with long needles 
inserted transversely so as to pass behind the angle 
of the jaw. 


It is most important that the patterns used in the 
mouth and the neck not overlap, because such over- 
lapping will almost invariably produce bone necrosis. 
In many cases the treatment of the neck is delayed 
for about six weeks after the irradiation of the primary 
lesion. With this plan bone damage is seldom seen 
and the end results are usually good. 
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RADIOLOGIC ASPECTS OF EMPHYSEMA 
OF THE CHEST* 


By Ricuarp C. Boyer, M.D. 
and 
Tuomas R. Ramsay, M.D. 
Baton Rouge, Louisiana 


The word “emphysema” as related to the 
lungs, mediastinum, and soft tissues of the 
thoracic wall is a descriptive term commonly 
used by a radiologist; however, the term is 
often employed rather loosely without due 
regard to the type of emphysema or its clin- 
ical importance. 


The radiologist should have at his com- 
mand a working classification of emphysema 
and attempt to place a given case in the 
proper category. He may also suggest to the 
referring physician the advisability of further 
clinical study of the emphysema if it is judged 
to be of a type that may be symptomatic and 
amenable to treatment. The purpose of this 
presentation is to review some types of emphy- 
sema, particularly from the radiologist’s stand- 
point, placing special emphasis on those which 
are apt to be of clinical importance. 


The outline of the various types of emphy- 
sema presented below is not meant to be com- 
plete, and acute forms of true pulmonary 
emphysema are omitted. The outline is sim- 
ply a guide for the discussion to follow. 

(A) Emphysema of thoracic wall 

(1) Type due to direct perforation of wall and 
lung 

(2) Type secondary to pulmonary interstitial 
emphysema 

(B) Mediastinal emphysema 

(1) Type due to direct perforation of tracheo- 
bronchial tree or esophagus 

(2) Type secondary to pulmonary interstitial 
emphysema 

(C) Pulmonary emphysema 

(1) Non-obstructive type 
(a) Senile or postural emphysema 
(b) Compensatory emphysema 
(2) Obstructive emphysema 
(a) Localized obstructive type 
(b) Bullous emphysema 
(c) Generalized type 


SOFT TISSUE EMPHYSEMA OF THE THORACIC WALL 


Air gains access to the soft tissue of the thor- 


*Read in Section on Radiology, Southern Medical Associ- 
ation, Forty-Seventh Annual Meeting, Atlanta, Georgia, Oc- 
tober 26-29, 1953. 
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acic wall by one of two routes as a general 
rule! One pathway is by direct perforation 
of the chest wall, the visceral and parietal 
pleurae, and the lung by direct trauma either 
from outside or by operation. On expiration 
air is sucked out of the perforated lung usually 
into the pleural space producing accompany- 
ing pneumothorax. On inspiration air is 
forced into the tissues of the thoracic wall 
through the opening in the parietal pleura. 
Then air dissects its way along fascial planes 
from the leakage point. 


The second pathway by which air gains 
access to the soft tissues of the thoracic wall 
is a more devious one, namely: the route of 
alveolar rupture, production of interstitial 
emphysema in the extra-alveolar spaces of the 
lung, dissection toward the hilum along the 
perivascular tissues, production of mediastinal 
emphysema, and in turn, extension of air 
from the mediastinum into the neck and thor- 
acic wall. The second route will be dis- 
cussed more completely in connection with 
mediastinal emphysema. 


The clinical and radiologic recognition of 
air in the tissues of the thoracic wall is not 
difficult. Although frequently called sub- 
cutaneous emphysema this term is not en- 
tirely accurate because the air is usually not 
limited to the subcutaneous layer. Air in this 
layer usually assumes a bubbled and linear 
pattern on the roentgenogram (Fig. /). Fre- 


Fic. 1 


Portable chest roentgenogram following emergency trache- 
otomy. Crushing injury of the thorax with multiple rib 
fractures on the left side. Soft tissue emphysema of the left 
side of the thorax secondary to puncture of the lung and 
left pneumothorax. 
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quently, however, air will be seen along mus- 
cular bundles particularly in the pectoralis 
group and latissimus dorsi. Air escaping from 
the lung via the pleural space, as for ex- 
ample, from a perforating rib fracture or a 
surgical wound in one locality of the thorax, 
may extend to the axilla, neck, opposite side 
of the thorax, abdominal wall, and even more 
remote soft parts. 


While of temporary distress to the patient, 
soft tissue emphysema is usually not of great 
importance, and it absorbs within a matter 
of days. However, if soft tissue emphysema 
is progressive as seen clinically or by radiog- 
raphy the source of the emphysema should be 
sought, and associated pneumothorax and me- 
diastinal emphysema should be evaluated 
from the standpoint of respiratory or circula- 
tory embarrassment. Aspiration of air from 
the soft tissues or pleural space or medias- 
tinotomy may be necessary for relief of the 
condition. 


MEDIASTINAL EMPHYSEMA 


The presence of gas in the mediastinal struc- 
tures is of serious, or potentially serious, im- 
port; therefore, the prompt recognition and 
treatment of the condition or its cause may 
be a life-saving procedure.? ? Pneumomedias- 
tinum is often accompanied by soft tissue em- 
physema in the neck and chest wall and by 
pneumothorax, the latter adding to the seri- 
ousness of the situation. 


The clinical history is often of great aid in 
making the diagnosis of mediastinal emphy- 
sema and, in turn, indicates the inciting cause. 
Among the more common inciting factors 
are: birth trauma, resuscitation procedures, 
and jugular vena puncture with trachea per- 
foration; tracheotomy or other operation in 
the neck, either as a result of trauma of the 
operation itself or as the result of respiratory 
obstruction before or after; asthma, particu- 
larly during attacks; straining of childbirth; 
positive pressure anesthesia; foreign body per- 
foration or instrumentation of the trachea or 
esophagus; thoracic operations; pneumoperi- 
toneum; and in a certain number of cases 
without apparent cause, so-called idiopathic 
mediastinal emphysema. 

In the cases of direct perforation or rup- 
ture of the trachea, bronchus, or esophagus 
the pathway of air into the mediastinum is 
apparent. In other instances, as in mediastinal 
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emphysema resulting from an asthmatic at- 
tack or in the straining of obstetrical delivery 
where there is coughing or straining against 
a closed glottis or obstructed tracheobronchial 
tree, the route of gas into the mediastinum 
is more obscure. The most probable source, 
according to Macklin’s* generally accepted con- 
cept, is when intra-alveolar pressure reaches 
a certain gradient with that of the interstitial 
tissues of the lung, alveolar rupture occurs, 
producing interstitial emphysema. Air then 
dissects in retrograde fashion along the pul- 
monary vessel sheaths into the hilar root and 
mediastinum. The pleura may rupture, pro- 
ducing pneumothorax in about one-third of 
the cases. Air may also extend into the neck, 
soft tissues of the thorax, and even into more 
remote parts of the body, especially the face, 
arms, and abdomen. 

Radiologic recognition of mediastinal em- 
physema is usually not difficult, particularly 
if lateral as well as posteroanterior roent- 
genograms are made. Vertical streaking of 
air in the mediastinum on the lateral view 
(Fig. 2) and subpleural localization of air 
along the mediastinal, parietal, pleural reflec- 


Fic. 2 


Lateral chest roentgenograms of a case after crushing injury 
of the chest. No demonstrable fractures of ribs or sternum. 
Note vertical streaks of air in the anterior mediastinum ex- 
tending into the neck. Example of mediastinal emphysema 
secondary to interstitial emphysema of the lung. 
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tion of the posteroanterior view are the most 
helpful signs. 


Progressive respiratory or circulatory em- 
barrassment as manifested primarily by dys- 
pnea and cyanosis are the cardinal danger sig- 
nals when mediastinal emphysema is present. 
Mediastinal airblock® represents the critical 
state in which the compressive force of the 
air in the interstitial tissues of the lung and 
mediastinum reaches the point at which the 
pulmonary and mediastinal vessels and the 
heart itself are compressed enough to inter- 
fere seriously with circulation. Emergency 
measures are then necessary to relieve medias- 
tinal air pressure, pneumothorax, and respira- 
tory obstruction. Early treatment should be 
directed to the prevention of mediastinal air- 
block or progressive pneumothorax. 


PULMONARY EMPHYSEMA 


A complete discussion of the radiologic 
characteristics of pulmonary emphysema is 
not possible in this short space; therefore, the 
subject will be confined to the chronic forms 
of emphysema, particularly localized obstruc- 
tive emphysema, bullous emphysema, and 
generalized obstructive emphysema. 

First a few words must be devoted to two 
other types of chronic emphysema which are 
seen rather commonly, but which as a general 
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Lateral chest roentgenogram demonstrating postural or 
senile emphysema. Note the thoracic kyphosis and increased 
anteroposterior diameter of the thorax. Diaphragmatic move- 
ment is not restricted in contrast to obstructive pulmonary 
emphysema. 
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rule are not important in themselves. The 
first one is variously termed postural emphy- 
sema, senile emphysema, or non-obstructive 
emphysema.® 

Postural emphysema is perhaps a good term 
from the radiologist’s standpoint because on 
the lateral roentgenogram in such cases the 
thoracic spine shows altered alignment (Fig. 
3). In 1933 Kountz and Alexander® pointed 
out that the condition is initiated by changes 
in the spine and intervertebral discs. First, 
the spine straightens, the discs expand, the 
ribs and sternum are elevated, and the antero- 
posterior diameter of the thorax is increased. 
Radiologists might search for this stage of the 
disease in order to confirm or disprove this 
thesis. Regardless of the exact pathogenesis 
it is agreed that the condition is not primarily 
a pulmonary disease, and the lungs are sim- 
ply altered in shape and perhaps overdistend- 
ed. Radiologically the diaphragmatic move- 
ment is not restricted and the diaphragm is 
not flat which should distinguish postural 
emphysema from obstructive emphysema, and 
this distinction is an important one. 

The second type of emphysema, which is 
actually more beneficial than harmful, is so- 
called compensatory emphysema or simply 
overdistended or overinflated lung. Removal 
of a lobe or a lung, atelectasis, or any other 
condition which results in increased intra- 
thoracic dead space will usually be followed 
by a certain degree of compensatory overdis- 
tention of remaining normal lung. Radio- 
logically there may be increased radiolucency 
of the overdistended lung and shifting of 
interlobar fissures and mediastinal structures, 
but true pathologic emphysema does not exist 
except as a secondary complication. 

True pulmonary emphysema is produced 
by localized or generalized obstructive phe- 
nomena in the tracheobronchial tree with re- 
sultant overdistention of the air sacs and thin- 
ning, rupture, and coalescence of the alveoli.7 


LOCALIZED OBSTRUCTIVE EMPHYSEMA 


Localized obstructive emphysema confined 
to a portion of a lobe, a lobe or an entire 
lung is one of the earliest manifestations of 
bronchostenosis,’ be it due to foreign body, 
inflammatory process, neoplasm, broncho- 
spasm, or other miscellaneous cause. There- 
fore, radiologists should be constantly in 
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search of this early sign of bronchopulmonary 
disease. Unfortunately the custom of taking 
chest films on full inspiration is apt to obscure 
localized obstructive emphysema. It is only 
when the normal lung is relatively airless on 
expiration or forced expiration that the air 
trapped in a partially obstructed segment, 
lobe, or lung will be most evident on the 
roentgenogram as a relatively radiolucent 
zone. Serious consideration should be given 
by radiologists to adding an expiratory film 
to the routine series of chest roentgenograms 
on all cases, and an expiration film should 
be made by all means in cases of suspected 
bronchostenosis or other unexplained pul- 
monary disease. Fluoroscopy is a helpful ad- 
junct in detecting localized obstructive em- 
physema although few radiologists find it 
feasible to make this a routine procedure. 
Aside from the localized radiolucent zone on 
the roentgenogram, one may detect decreased 
prominence of the vascular markings in the 
involved area and convexity of the fissures if 
the involvement is lobar.’ 

Westermark$’ of Sweden and Rigler and as- 
sociates® of this country have repeatedly em- 
phasized in recent years the importance of 
comparative inspiratory-expiratory films, par- 
ticularly in the early detection of broncho- 
genic carcinoma, but radiologists in general 
have failed to put this procedure to a fair test. 
Westermark has gone so far as to divide the 
development of bronchostenosis into four 
stages: Stage I, of moderate stenosis in which 
slight inspiratory obstruction causes mild dim- 
inution of inspired air and hence inspiratory 
density in the involved area, but expiration 
is normal; Stage II, of more marked stenosis 
in which air is temporarily trapped in the 
involved area on expiration producing rela- 
tive emphysema; Stage III, of almost complete 
obstruction in which true emphysema is pres- 
ent on both inspiration and expiration; and 
Stage IV, of complete obstruction in which 
atelectasis is present distal to the point of ob- 
struction. Unfortunately the majority of cen- 
tral bronchogenic carcinomas are recognized 
only in Stage IV or when hilar or mediastinal 
enlargement is present. 


BULLOUS EMPHYSEMA 


Bullous emphysema is in a sense an extreme 
degree of localized obstructive emphysema. 
Bullae are dilatations of the alveolar portion 
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of the bronchial tree: blebs on the other hand 
are localized subpleural collections of gas in 
the extra-alveolar interstitial tissues. The two 
conditions may be associated and radiologic 
differentiation is difficult. Bullous emphy- 
sema is often seen on the roentgenograms of 
older individuals as an incidental nonsymp- 
tomatic condition. It is most frequently situ- 
ated in one or both apices or at the bases 
where there is no rigid overlying support of 
the lung. In many instances such emphysema 
remains relatively unchanged for years. 


In a certain number of cases, however, an 
individual bulla or a cluster of bullae show 
progressive enlargement. The adjoining lung 
is compressed, and if the process becomes ex- 
tensive the amount of functioning lung is 
reduced to the point of respiratory and cir- 
culatory embarrassment. Progressive bullous 
emphysema" is not rare and is more frequent 
in the upper lobes. The lower lobes become 
compressed by the expanding bullae. The two 
most frequent complications are pneumo- 
thorax (Fig. 4) and secondary infection in in- 
dividual bullae often giving fluid levels with- 
in them. Bullous emphysema is often associ- 
ated with generalized obstructive emphysema, 
and is very common in the fibrotic stage of tu- 
berculosis.11_ The radiologic recognition of 
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Posteroanterior chest roentgenogram of a case of severe 
bilateral bullous emphysema with complicating pneumothorax 
and cor pulmonale. Note the localized pneumothorax at 
the left apex, the compressed lower lobes, the prominent 
pulmonary conus, hilar vessels, and right cardiac border. 


1954 
The 
phy- 
tive 
erm 
> on 
the 
(Fig. 
nted 
nges 
‘irst, 
the 
tero- 
ised. 
the 
this 
nesis 
arily 
sim- 
end- 
10ve- 
m is 
tural 
and 
ch is 
S SO- 
mply 
oval 
other 
ntra- 
ures, 

fined 
ntire 
ns of 
body, 
ncho- 
y in 


14 SOUTHERN MEDICAL JOURNAL 


bullous emphysema is not difficult as a gen- 
eral rule. The radiolucent zones are separated 
by web-like septa. The immediately adjoining 
lung may show compression atelectasis. The 
bullae do not fill on bronchography as a gen- 
eral rule. 


With the advent of safe thoracic surgery it 
has become feasible to resect emphysematous 
segments or lobes, particularly if the disease 
is compromising a significant amount of nor- 
mal lung.'? The very severe progressive b- 
lateral bullous emphysema is often too far 
advanced to allow surgical attack. It is the 
very large solitary bulla or the localized clus- 
ter of bullae which is more apt to be amen- 
able to surgical treatment. 


From a practical standpoint congenital cys- 
tic disease and long standing postinflamma- 
tory cysts may be considered in somewhat the 
same category with bullous emphysema, but 
pathogenesis and differential diagnosis of 
these various conditions are an entire subject 
in themselves and it is not within the prov- 
ince of this paper to discuss them. 


GENERALIZED OBSTRUCTIVE EMPHYSEMA 


Generalized obstructive emphysema is a 
slowly developing, usually slowly progressive, 
disease involving both lungs in a diffuse fash- 
sion.7 13 [t is a true obstructive emphysema 
in which the smaller bronchi are partially or 
nearly completely obstructed due to broncho- 
spasm, mucoid, or mucopurulent plugging, or 
inflammatory or cicatricial constriction. In the 
background there may be long standing bron- 
chial asthma, bronchiectasis, pneumoconiosis, 
tuberculosis, or almost any widespread pul- 
monary disease!’ which partially obstructs or 
constricts a large number of the smaller 
bronchi or bronchioles over a long period of 
time. In the case of pneumoconiosis or tu- 
berculosis pulmonary fibrosis usually over- 
shadows the emphysema, particularly on the 
roentgenogram. However, in chronic asthma 
and in idiopathic chronic pulmonary emphy- 
sema the emphysema predominates, and it is 
the latter condition particularly which the 
authors feel deserves special attention both 
by radiologists and clinicians. 


Idiopathic chronic emphysema is predomi- 
nantly a disease of men over 50 years of age. 
Wilson and Bradford’ say that it probably 
represents the commonest chronic respiratory 
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disease encountered in adult males, and with 
the increasing life expectancy trend its inci- 
dence is apt to increase still more. Early 
recognition is difficult because of its slow on- 
set and progress, and because associated 
chronic bronchitis may confuse the clinical 
picture. Often the earliest symptom is dyspnea 
after arising in the morning perhaps associ- 
ated with a paroxysmal cough productive of 
a few mucoid plugs. As the disease progresses 
dyspnea on exertion appears which may lead 
to the suspicion of cardiac disease; however, 
the absence of orthopnea and other evidences 
of cardiac disease should aid in the differenti- 
ation. Hacking cough during the day, weak- 
ness, weight loss, and fatigue are other com- 
mon symptoms. In the fully developed case 
the lungs and thorax are fixed in a position 
of inflation due to the trapping of inspired 
air in the air sacs. The accessory muscles of 
respiration are used for inspiration and chest 
expansion is limited. The thorax is enlarged 
and barrel shaped. Expiration is character- 
istically prolonged, and this is thought by 
many to be the key to the disease. In a state 
of prolonged bronchospasm the bronchial lu- 
mens are narrower in the phase of expiration 
than they are on inspiration; therefore, it 
takes longer and is more difficult to expel air 
than it does to inspire air with the result 
that over a period of time the lungs are in a 
state of relatively permanent expansion. 


As the actual oxygen and carbon dioxide 
content of the blood become altered, cyanosis, 
mental confusion, and physical exhaustion 
come into the picture. Death may occur from 
asphyxia alone, or cor pulmonale (Fig. 4) with 
eventual cardiac failure may dominate the 
terminal picture. 


In the early and intermediate stages of the 
condition the insidious nature of the disease 
makes its clinical recognition difficult. The 
radiologist with chest roentgenograms of the 
patient may have the opportunity to suggest 
the true difficulty particularly if the patient 
is an older man with dyspnea and cough. Ra- 
diologic studies are not a means of early di- 
agnosis nor are they a means of evaluating 
the clinical severity of the disease. Neverthe- 
less, the radiologist may act as a “finder of 
cases” suggesting the possibility of the dis- 
ease to his colleagues and advising further 
clinical and laboratory evaluation of the pa- 
urent. 


i 
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Radiologic Diagnosis——Increased radiolu- 
cency of the lung fields which is oftentimes 
the most obvious finding is probably the least 
reliable individual sign. So many factors can 
influence the blackness of the lung fields that 
to depend upon it alone as a reliable sign of 
generalized emphysema is hazardous. In- 
creased radiolucency is a helpful sign leading 
to suspicion and further study, particularly 
fluoroscopy and the taking of inspiration and 
expiration films. 


Flattening and relative immobility of the 
diaphragm are together perhaps the two most 
valuable radiologic signs of generalized em- 
physema. Flattening of the diaphragm by it- 
self may be misleading because an asthenic 
patient on forced inspiration can almost flat- 
ten the diaphragm and show the marginal 
digitations, or adhesions may flatten the dia- 
phragm. However, if in addition to flatten- 
ing, decreased mobility of the diaphragm is 
also demonstrated either by fluoroscopy or 
inspiration-expiration films (Fig. 5), then one 
has rather strong evidence of generalized ob- 
structive emphysema. 


The over-inflated lungs depress the dia- 
phragm, and its muscular recoil to expiratory 
position is prohibited. The position of the 
domes of the diaphragm is naturally extreme- 


Posteroanterior view of chest illustrating severe generalized 
obstructive pulmonary emphysema. Note the flat diaphragm, 
radiolucent lung fields, and the small heart. 
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ly variable among individuals, but a dia- 
phragm flattened and relatively fixed at the 
level of the eleventh ribs or lower should 
arouse suspicion. 


On the lateral roentgenogram the flatten- 
ing of the diaphragm is quite apparent (Fig. 
6). Alse, on the lateral view the altered shape 
of the thorax is perhaps better visualized than 
on the posteroanterior view. The thoracic 
kyphosis is usually increased, the ribs are more 
horizontal than normal, the interspaces are 
widened and the sternum is elevated. The 
ratio of the greatest anteroposterior and trans- 
verse diameters of the thorax is normally 
about 0.7.15 A ratio above 0.75 indicates in- 
creased anteroposterior diameter and in severe 
emphysema the ratio may approach 1.0: in 
other words, the anteroposterior diameter 
nearly equals the transverse diameter. How- 
ever, postural as well as obstructive emphy- 
sema may produce increased anteroposterior 
diameter of the thorax. 

On the lateral view one can also detect 
a zone of increased radiolucency extending 
downward behind the sternum with shift of 
the heart and ascending aorta posteriorly. 
This appearance is due to compression and 


Fic. 6 


Lateral view of chest in a case of severe generalized ob- 
structive pulmonary emphysema. Note the flat diaphragm, 
the increased anteroposterior diameter of the thorax, and the 
radiolucent zone in the anterior mediastinum. 
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thinning of the anterior mediastinum. Com- 
pression of the mediastinal structures is also 
apparent on the posteroanterior view (Fig. 5). 
The superior mediastinal structures are scarce- 
ly visible and the heart has a vertical midline 
position. The heart is frequently reduced in 
size, measuring 10 to 20 per cent below aver- 
age size. The reduced heart size is a helpful 
supportive sign and is apparently due to me- 
chanical compression by the emphysematous 
lungs.® 

The main branches of the pulmonary ar- 
teries at the hilar zones frequently stand out 
in sharp contrast to the radiolucent lung 
fields (Fig. 5). On the other hand, the smaller 
peripheral vessels are less prominent than 
usual. In certain cases the main pulmonary 
vessels and pulmonary conus are definitely 
enlarged, and at fluoroscopy pulsations may 
be accentuated. This is usually a sign of cor 
pulmonale, that is pulmonary vascular hyper- 
tension. The right heart chambers may be en- 
larged, or the entire heart may be enlarged 
particularly in the phase of cardiac failure. 

After the diagnosis of generalized obstruc- 
tive emphysema has been established by ap- 
propriate clinical, laboratory, and radiologic 
study, “What is to be done about the situ- 
ation?” Unfortunately, the answer all too fre- 
quently is “Nothing.” Segal and Dulfano*? in 
their recent monograph, “Chronic Pulmonary 
Emphysema,” say: 

“Countless patients are condemned to years of dis- 
comfort by the pessimistic attitude prevailing among 
many physicians toward the value of symptomatic 
therapy that could afford gratifying, if only partial, 
relief.” 

Radiologists can do a service by urging the 
referring physician to evaluate the patient 
from the standpoint of dyspnea, cough, and 
incapacity to work whenever generalized ob- 
structive emphysema is suspected from radio- 
logic study. The proper application of nu- 
merous therapeutic maneuvers including the 
use of expectorants, broncho-dilator drugs, 
postural drainage, breathing exercises, anti- 
biotics, carefully controlled oxygen therapy, 
and many other measures including attention 
to the psychosomatic aspects of the disease, 
may all contribute to a more useful and much 
happier patient. 

SUMMARY 


(1) Emphysema of the chest should be 
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sought for, classified, and evaluated from the 
clinical and radiologic standpoint. 


(2) Emphysema of the thoracic wall and 
mediastinum may be due to perforating in- 
jury and surgical trauma, or it may be second- 
ary to interstitial emphysema of the lung. 


(3) Pulmonary emphysema of the non- 
obstructive type represented by postural em- 
physema and compensatory emphysema is 
clinically relatively unimportant. 


(4) Localized obstructive emphysema may 
be the earliest sign of bronchostenosis includ- 
ing that due to carcinoma. Expiratory as well 
as inspiratory films are usually necessary for 
its recognition. 


(5) Bullous emphysema which is sympto- 
matic and localized may be amenable to sur- 
gical treatment. 


(6) Generai.zed obstructive emphysema 
particularly of the idiopathic type has been a 
neglected disease and deserves more attention 
by physicians. 
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DISCUSSION (Abstract) 


Dr. Robert M. Tankesley, Atlanta, Ga.—Dr. Boyer’s 
and Dr. Ramsey’s paper brings to attention the neces- 
sity for a closer examination of a condition which we 
frequently accept as a single entity, without qualifica- 
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tion. Since the types of emphysema can be recognized 
and separated and treated accordingly, it is within 
our means to help a great deal more than just with 
the use of the word “emphysema.” 


I should like to emphasize the points which the au- 
thors have brought out in regard to closer analysis of 
this disease. 


In my practice, I am impressed by the frequency of 
two conditions: one is the frequency of emphysema, 
which usually occurs in the elderly, and usually in 
the costophrenic angle of the lung; the other fact is 
the frequency of the subclinical phase. 


We usually associate emphysema with a sympto- 
matic chest. This subclinical phase may be made 
symptomatic by the extra stress of respiratory infec- 
tion or heart disease, and is also usually emphasized 
radiologically. 


Emphysema is defined as a condition in which the 
alveoli of the lungs become distended or ruptured. 
Experimentally, great distention of the lung can be 
produced without damage, if the pressure is soon re- 
leased; but if even a moderate pressure is maintained 
for a period of time, permanent damage is done, with 
a loss of normal elasticity, and an interference with 
the local circulation. 


Anything which increases the intrapulmonary pres- 
sure (such as coughing) will, of course, increase the 
emphysema, once this disease process is started. Acute 
emphysema may occur, of course, from the ball-valve 
action of an inhaled foreign body, or a respiratory 
infection such as diphtheria and its membrane, or the 
mucus exudate of bronchitis. This emphysema is usu- 
ally reversible, once this obstruction is relieved. 


I am also impressed with the frequency of the 
senile type of emphysema, a condition which has been 
described as first, a straightening of the thoracic spine 
and elevation of the ribs, followed by kyphosis. There 
apparently is no bronchial obstruction, the overdis- 
tention of the lung being due to a change in the 
thoracic cage. 


Another postural type of emphysema has been de- 
scribed by Kerr, one which he says is fairly frequent, 
which occurs in obese middle-aged individuals. The 
diaphragm is pulled downward by the _ increased 
weight of the abdominal contents; and there is an 
interference in the mechanics of pulmonary ventila- 
tion, with resultant emphysema. 


The remarks in regard to films made on inspiration 
and forced expiration, and the use of fluoroscopy to 
qualify the type of emphysema, should be emphasized 
as our greatest aid. Not only can the type of emphy- 
sema be defined, but, frequently, pathologic condi- 
tions of the lung which might be overlooked in the 
usual inspiration chest film may be first detected by 
the accompanying film of forced expiration. (That is 
not just expiration; it is forced expiration.) 


By the use of these films and fluoroscopy, it is usu- 
ally possible to identify the type of emphysema as ob- 
structive or nonobstructive. Since this prognosis and 
treatment are different, we may be able to render a 
great service to the patient and to the referring physi- 
cian. 
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DEEP MYCOTIC INFECTIONS OF THE 
SKIN* 


By V. Mevp Henincton, M.D. 
and 
C. Barretr KENNeEpy, M.D. 
New Orleans, Louisiana 


Dermatologists are presently learning a les- 
son about the deep mycotic infections of the 
skin that many other physicians have also 
learned about a number of other presumédly 
rare diseases, namely, that they are a good 
deal more frequent than they are ordinarily 
supposed to be. Several years ago we and 
our associates in the Department of Derma- 
tology at the Louisiana State University 
School of Medicine became interested in these 
cutaneous mycotic infections. As a result, 
over a period of little more than three years, 
we have collected nine cases of chromoblasto- 
mycosis, two cases of sporotrichosis, six cases 
of actinomycosis, one case of nocardiosis, and 
one case of cryptococcosis. We have also 
observed a number of cases of cutaneous blas- 
tomycosis. The justification for this paper 
is the presentation of our personal experience 
and the desire to emphasize that it is prob- 
ably not at all unusual. 


CHROMOBLASTOMYCOSIS 


When Carri6én,! in 1950, published a con- 
tribution on chromoblastomycosis covering the 
literature through 1947, he was able to col- 
lect 159 verified cases of the disease. Only 
nine had occurred in the United States. 
None had occurred in Louisiana. The first 
case in that state was reported by Mundt and 
Moore? in 1948. The first of the nine cases 
which we have observed was encountered by 
the late Dr. James K. Howles in 1950 and was 
the stimulus for our interest in the disease. 
At the time of his death, in April 1953, he 
was engaged in putting on record our experi- 
ence up to that time.’ 

All nine cases were observed in the New 
Orleans area during the previous two-year 
period, two in private practice and seven in 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Seventh Annual Meeting, Atlanta, 
Georgia, October 26-29, 1953. 

*From the Department of Dermatology, Louisiana State Uni- 
versity School of Medicine, New Orleans, Louisiana. 
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the Dermatologic Clinics of Charity Hospital 
of Louisiana at New Orleans. This series 
raised the number reported in the United 
States to 21 and the number reported from 
Louisiana to 10. The significant feature of 
these statistics is that nine of the 21 cases 
were observed in a single locality by a single 
group of observers over a two-year period, in 
contrast to 12 cases observed in the entire 
country during the preceding 38 years. As 
this paper is being completed, the thirteenth 
case to be reported in the United States has 
been put on record by Barwasser.* 


Our experience warrants two conclusions: 
(1) chromoblastomycosis is by no means so 
uncommon as it has been supposed to be. 
(2) It will continue to be overlooked unless 
it is considered as a possibility in the differen- 
tial diagnosis of all granulomatous lesions of 
the skin. There is, of course, another implica- 
tion in the second of these conclusions: all 
mycotic infections will be overlooked unless 
facilities are provided for the proper exam- 
ination of material obtained from the lesions, 
including facilities for the examination of 
fungi by cultural methods. The diagnosis of 
chromoblastomycosis must be preceded by 
suspicion of the existence of the disease, but 
the suspicion must be confirmed in the lab- 
oratory. 

In these nine cases diagnosis was accom- 
plished by microscopic examination of fresh 
wet specimens in seven cases, by biopsy in 
seven cases, and by cultures on Sabouraud’s 
glucose agar and on chick embryo yolk sac 
by the technic of Brueck and Buddingh® in 
eight cases. In one case biopsy was positive 
when both culture and wet preparation were 
negative. Hormodendrum pedrosoi was the 
responsible organism in eight cases and 
Phialophora verrucosa in the remaining case. 


Nine cases are too small a number to per- 
mit generalizations, but many of the facts are 
interesting enough to be cited. All the pa- 
tients were adults. Seven were men and two, 
both white, were women. The literature in- 
dicates that the disease is considerably more 
frequent in men. Six were white and three 
were colored. The age range was from 34 to 
79 years. In Carrién’s! world-wide collection 
of cases the patients tended to be younger. 


All nine patients followed occupations, or 
lived in an environment, which brought them 
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into frequent contact, and to an unusual de- 
gree, with wood, on which the fungi respon- 
sible for this disease are natural saprophytes. 
Even the two women in the series lived on 
farms, frequently went into the woods, and 
helped to chop wood for fires and to build 
wood fences. The same contacts are evident 
in other reported cases. Barwasser’s* patient, 
a 67-year-old man, presented two _ possible 
etiologic factors: he contracted a burn from 
coals from a creosote-dipped railroad tie. 
Another interesting feature of chromoblas- 
tomycosis is its chronicity. The duration in 
these nine cases ranged from six months to 
20 years. It was more than two years in eight 
cases and more than three years in six cases. 
The lesion invariably developed on an ex- 
posed area of the skin. In Carrién’s! world- 
wide collection of cases the lower extremities 
were most frequently affected. The leg was 
affected in two of our cases, in one instance 
with involvement of the foot also. In all the 
other cases the lesion was on the arm, elbow 
(Fig. 1) or hand. The youngest patient, a 
34-year-old negro man, had a wart-like lesion 
on the medial surface of the right forearm. 
The oldest, an 81-year-old white man, had a 
verrucous plaque on the dorsum of the prox- 
imal surface of the left index finger. Six of 
the lesions were plaque-like and verrucous, 
two were nodular, in scars, and one was gran- 
ulomatous. As far as could be determined, 
the lesion always began as a small papule or 
papulopustular lesion, which enlarged very 
slowly, in contrast to the rapidity of the 
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Ch bl ycosis. Lesion on elbow of two years’ 
duration. 
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growth of blastomycotic lesions. Whenever 
sinuses were present or exudate could be ex- 
pressed from crusting lesions, the discharge 
was a milky white fluid. 

Although most of the lesions were of long 
duration, they had remained of small size in 
six of the nine cases. A negro man, with a 
20-year-old infection, had an extensive lesion 
which involved the anterior and lateral as- 
pects of the foot and leg to just below the 
knee. Two other lesions, both on the elbow, 
were, respectively, six by three inches and 
eight by one and one-half inches. All the 
others were small and coin-shaped. A 73-year- 
old man, for instance, who was employed as 
a picture-framer and worked with mahogany 
as a hobby, had had a lesion on the dorsum 
of the right hand for three years, but it was 
only the size of a 25-cent piece (Fig. 2). 

Secondarily infected lesions were painful 
and were associated with regional lymphade- 
nopathy. Otherwise, the only symptom was 
mild pruritus, and in some instances there 
were no subjective manifestations at all. 

Deep tissue involvement was not demon- 
strated in any case, even in the patients who, 
for various reasons, received intensive diag- 
nostic study, including roentgenologic sur- 
veys. According to Carrién and Koppisch,® 
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blood stream metastasis is a possibility, but it 
does not seem to have been reported. The 
tendency, clearly evident on histologic study, 
toward walling off the infected area by fi- 
brosis seems a reasonable explanation of why 
adjacent tissues are not involved. 


No single method of treatment suffices for 
all cases of chromoblastomycosis, and all 
methods fail in some cases. Two of our nine 
patients declined any treatment at all. Two 
were treated by x-ray alone, both too recently 
to report on the end result. Three were 
treated with potassium iodide, all with du- 
bious results: the first patient became discour- 
aged and refused to continue treatment. The 
second was also treated by iontophoresis with 
copper sulfate, with no evident improvement. 
The third was also treated by x-ray, with no 
change in the lesion over several months of 
observation. When he returned two years 
later, the lesion had been replaced by a three- 
inch scar, but the apparent cure was not at- 
tributed to the therapy employed. The two 
remaining patients were treated by excision 
of the lesion and skin grafting, with good re- 
sults in both cases, though one of the men, 
who had previously been treated by x-ray, re- 
quired a second graft before a cure was 
accomplished. Conway and Berkeley’ suc- 
ceeded with surgical excision and skin graft- 
ing in a case in which the lesion was so ex- 
tensive that a cross-pedicle flap was required 
to cover the defect left after excision. 


Our own impression is that the most suc- 
cessful form of therapy is some destructive 
technic, such as electrocoagulation or exci- 
sion, followed by skin grafting. Older pa- 
tients, who are unwilling to accept surgery, 
are best treated by x-ray therapy in can- 
cerocidal dosages, supplemented by potassium 
iodide by mouth. Chemotherapy is necessary 
if secondary infection has occurred. Carrién! 
believes that amputation is the preferred 
therapy in some cases, but it would certainly 
not have been warranted in any of the cases 
reported up to this time in the United States. 


SPOROTRICHOSIS 


Although sporotrichosis may appear in 
half a dozen clinical forms, the localized lym- 
phatic type is most frequent, and both cases 
which we have ‘observed were in this cate- 
gory. Our cases are also typical in that the 
original lesion was on the upper extremity, as 
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it was in 90 of 109 cases summarized from the 
world literature by Foerster® in 1924. In 62 
of these patients the infection occurred on the 
hand or the fingers, as it did in both of our 
patients, in both of whom the left hand was 
affected. In Foerster’s collected series the 
right hand was more frequently involved. 


The case histories of our patients follow: 


Case 1.—A Louisiana veterinarian stuck his thumb 
on a thorn while out hunting in Mississippi (Fig. 3). 
A week later, after it became swollen and painful, a 
surgeon incised the lesion and removed the thorn. 
Daily injections of penicillin were begun and a day 
or two of improvement followed. Then enlarged 
lymph nodes appeared on the volar surface of the 
arm. Aureomycin and chloramphenicol were given 
without improvement. 


When the patient was first seen by us, nine weeks 
after injury, he had a granulomatous lesion on the 
tip of the left thumb, with a chain of palpable nodes, 
some of which were ulcerated, extending from the 
thumb to the axilla. The culture, grown on Sabour- 
aud’s medium, was positive for Sporotrichum 
schenckii. A clinical diagnosis of sporotrichosis had 
been made when we first saw the patient and potas- 
sium iodide had already been started by mouth. The 
dosage was rapidly increased from 10 drops to 30 
drops three times daily. The lesion disappeared 
within a month and the patient has remained well 
for more than a year. 


Case 2.—A 39-year-old New Orleans undertaker was 
first seen August 10, 1953, with a lesion which had 
been present on the dorsum of the left hand for the 
previous three months (Fig. 4). It had appeared after 
he struck his hand while working on a boat in one 
of the bayous near the city. When a small pustule 
formed, the patient opened it himself with a needle, 
but he had had no formal treatment. 

Examination revealed a large granuloma, ulcerated 
in the center, on the dorsum of the left hand. Small, 
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Sporotrichosis. Lesion on thumb of nine weeks’ duration. 
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erythematous lymph nodes were palpable on the volar 
surface of the arm to above the elbow. The regional 
lymph vessels could also be palpated. A culture 
grown on Sabouraud’s medium was reported positive 
for S. schenckii on the sixteenth day. Meantime, 
potassium iodide had been begun, on the clinical 
diagnosis of sporotrichosis. After it had been given 
for a week, in dosages of 10 drops three times daily, 
iodism became apparent. Medication by mouth was 
discontinued, and for the next week local applications 
of tincture of iodine were employed. Potassium 
iodide was resumed 10 days after it had been discon- 
tinued. When no further difficulties were apparent, 
the dosage was rapidly increased to 30 drops three 
times daily. The lesion disappeared within a month 
after the patient was first seen. 


Three other instances of cutaneous sporotri- 
chosis confirmed in the laboratory have re- 
cently been described to us by a colleague.® 
All occurred on the Gulf Coast, after punc- 
ture of the fingers while shrimp were being 
cleaned. 


The two cases which we observed were typ- 
ical in that they occurred after injuries. 
Foerster!® described the disease as an occupa- 
tional dermatosis, to which farmers and other 
horticultural workers are peculiarly suscepti- 
ble. This concept, which is undoubtedly 
sound, makes the disease of special interest 
from its insurance aspects. According to 
Silva, who described an acneform variety 
which occurs on the face in Bogota, the causa- 
tive organism lives in a saprophytic stage on 
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Lesion on dorsum of hand of three months’ 
duration. 
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vegetables and animals. He agrees with 
Foerster that the disease is an occupational 
dermatosis and says that it is not uncommon 
to see a series of lesions contracted by han- 
dling contaminated straw supplied by the 
same packing company. Schiff’s!? patient, 
who had a localized solitary lesion of the fore- 
arm, scratched himself while feeding hay to 
cattle. Only two similar lesions had previous- 
ly been reported. 


In Louisiana, tularemia, of which a consid- 
erable amount is seen, is the most important 
condition to be differentiated. The differen- 
tial diagnosis also includes primary syphilis, 
carcinoma, various pyogenic infections, and 
the primary tuberculosis complex of the skin. 
All of the deep mycotic infections which occur 
on the hand look much the same clinically, 
and it is essential that the diagnosis be con- 
firmed in the laboratory. Cultural studies 
are always necessary. Sporotrichum schenckii 
is the only organism causing deep mycotic in- 
fections of the skin which cannot be found by 
microscopic examination of pus from the le- 
sions. It will therefore be missed if cultures 
are not employed routinely. 

Potassium iodide is specific in sporotricho- 
sis. It should be given in rapidly increasing 
dosages, for four to six weeks. Local iodide 
therapy may be used as a supplementary meas- 
ure in open lesions. Silva!! recommends elec- 
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Actinomycosis. Associated lesions of face and scalp. 
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trocoagulation if the response to iodides is 
slow, but American physicians believe that 
any form of incisional or excisional therapy is 
likely to be followed by suppuration and pro- 
longed ulceration. 


ACTINOMYCOSIS 


Four of the six cases of actinomycosis which 
we have observed were of the cervicofacial 
type. In four, all observed at Charity Hospi- 
tal, there were extensive deep multiple ab- 
scesses and draining sinuses of the scalp in 
addition to the other lesions (Fig. 5). Two of 
these patients had advanced pulmonary tu- 
berculosis, which contraindicated iodide ther- 
apy and otherwise added to the seriousness of 
the disease. 


There was no history of trauma in any of 
these cases, and the infection was assumed to 
be endogenous in all. The causative micro- 
organisms are frequently present in the oral 
cavity and respiratory tract, but in the ab- 
sence of some activating cause they are usu- 
ally of low virulence. In one of our cases 
(Fig. 6) crystal clear secretion, instead of the 
typical sulfur granule type of pus, was milked 
from a draining sinus just below the ear and 
thyroglossal duct cyst was considered as an 
alternative diagnosis. Culture of the secre- 
tion revealed Actinomyces bovis. Dental in- 
vestigation was requested, and when an ab- 
scessed tooth was extracted and the pus sur- 
rounding it was examined, the same organism 
was identified. 


The presence of the sulfur granule type of 
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Actinomycosis. The organism (A. bovis) found in the dis- 
charge from this lesion was also found in pus from an ab- 
scessed tooth which was extracted. 
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pus is a reliable diagnostic sign, though its 
absence by no means rules out the disease. 
Drainage of typical pus from a lesion at the 
tip of the thumb was the first clue to the 
diagnosis in one of our cases. In another case 
a small sinus on the thumb, just behind the 
nail, was not suggestive of any particular dis- 
ease until a few drops of pus were expressed 
by pressure. The pus contained sulfur gran- 
ules and culture revealed A. bovis. 


Although we requested surgical interven- 
tion promptly in all of our cases with isolated 
lesions, the surgeons consulted were unwilling 
to consider it. When they finally consented 
to undertake it, the patients refused it. The 
results of medical therapy were poor, even 
under optimum conditions, with iodides and 
the sulfonamides. We have had no experi- 
ence with chloramphenicol, which Littman 
and his associates'* used in a case with pul- 
monary involvement. 


According to Pulaski,'* the cervicofacial 
form of actinomycosis usually responds to 
penicillin given parenterally in daily dosages 
of at least 1,000,000 units for two weeks or 
longer. This treatment was unsuccessful in 
two of our cases. The patient with a post- 
aural sinus and infected tooth, whose history 
has just been related, had 88,000,000 units, 
and another with an infected thumb had 60,- 
000,000 with no evident improvement. Ad- 
ministration was in daily doses of 1,200,000 
units. 


Pulaski also recommends the use of either 
aureomycin or terramycin instead of penicil- 
lin, in daily oral dosages of 20 mg. per kilo- 
gram of body weight, for two weeks or more. 
Whatever drug is used should, in his opinion, 
be supplemented by sulfadiazine by mouth, in 
daily dosages of five grams. In vitro testing 
has shown that it is less effective against A. 
bovis (A. israeli) than the antibiotics, but it 
is well to use it because of whatever effect 
it may have on the causative microorganism, 
and even more because of its established ef- 
fect on many of the contaminating bacteria 
likely to be present also. 


NOCARDIOSIS 


The history of our single case of nocardiosis 
follows: 

The patient, a physician’s wife, presented herself 
with three small nodules on the dorsum of the right 
hand, which had been present for an unknown period 
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of time. 
Biopsy merely revealed a “granuloma.” Special Mc- 


There was no regional lymphadenopathy. 


Manus stains15 were negative for fungi. Culture of 
the serous fluid expressed from the lesions showed 
Nocardia asteroides. The lesions were excised and 
the patient was given sulfamerazine and sulfadiazine, 
both in 0.5 gram dosages four times daily for three 
months. The blood level was thus kept at 20 mg. 
per cent. 


At the end of three months sulfa therapy had to be 
stopped because of secondary anemia. Within 30 days 
a new lesion appeared on the anterior aspect of the 
right thigh. It had all the clinical characteristics of 
the original lesion on the hand, but cultural studies 
were negative. This lesion was removed by electro- 
coagulation. The patient has presented no other 
manifestations of the disease over the ensuing two 
months, during which time she has had no treatment 
at all. 


CRYPTOCOCCOSIS 


The first case of cryptococcosis, which was 
described in 1894 by Busse and Buschke'® was 
one of the few ever to have been reported of 
the cutaneous type. Stoddard and Cutler,!7 
in 1916, said that the organism of the disease, 
Cryptococcus neoformans (Torula_histolyti- 
ca), does not infect the skin, but this general- 
ization is not correct. The mere presence of - 
the parasite on the skin, however, does not 
mean that it is pathogenic. Strains have been 
isolated from the skin of normal persons 
which were indistinguishable in their cultural 
reactions from strains isolated in cases of es- 
tablished disease.1* The factors predisposing 
to infection and the portal of entry remain 
unknown. 


In the single case of cutaneous cryptococ- 
cosis which we have observed the original 
lesion, which had been present for three 
months, appeared on the left side of the face 
in the form of several small, discrete blisters 
which later coalesced. C. neoformans was 
identified by biopsy and by culture. Ani- 
mal indculation was also positive. Later a 
similar lesion appeared over the left zygoma. 
Treatment was begun with sulfadiazine, 
which had to be discontinued after three days 
because of nausea and vomiting. Striking im- 
provement occurred under treatment with 
supportive measures, including frequent small 
transfusions, vitamins, an iron preparation 
and crude liver extract, continued for six 
weeks. The patient failed to return for ob- 
servation as directed but when she was en- 
countered by accident a year later the skin 
lesions were apparently cured. 
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This patient had a number of other dis- 
eases, including sarcoidosis, condylomata acu- 
minata, for which vulvectomy was eventually 
done, and bilateral renal calculi, for which 
right nephrolithotomy was done, leaving a 
permanent draining sinus. She was in poor 
condition when last seen, and died some 
months later in another city. To date we 
have been unable to secure the details of her 
last illness, but it is thought unlikely that the 
C. neoformans infection had anything to do 
with it. Careful examination revealed no evi- 
dence of systemic infection during the period 
she was under observation. 


BLASTOMYCOSIS 


In the comprehensive, critical study of blas- 
tomycosis published by Martin and Smith!® 
in 1939, 347 cases were analyzed. The au- 
thors classified 80 as proved, 163 as presump- 
tive, and the remainder as doubtful or as too 
briefly described to be placed in either the 
proved or the presumptive category. The dis- 
ease is well termed North American blastomy- 
cosis: of the 243 proved and presumptive 
cases, 95 per cent were from the United States, 
as were 98 per cent of the proved cases. 


These 347 cases were collected from 175 
volumes of 92 journals, and the largest single 
series was reported by D’Aunoy and Beven*? 
from Louisiana. Nineteen of their 26 authen- 
ticated cases were of the cutaneous variety and 
nine others were instances of combined cu- 
taneous and systemic disease. 


In 1953 Howles and Black?! reported 58 
proved cases of cutaneous blastomycosis from 
Charity Hospital of Louisiana at New Or- 
leans, which had been observed between 1930 
and 1949. Between the latter date and June 
30, 1953, nine additional cases of the cutane- 
ous disease are entered in the hospital records, 
together with six cases of combined cutaneous 
and systemic disease. We have observed many 
of these cases personally. 

Only three of the 55 patients in the Howles- 
Black series were not from Louisiana. These 
three were, respectively, from Mississippi, Ala- 
bama and Texas. Most of the patients lived 
along the Gulf Coast and lower Mississippi 
River, and the localization, as the authors sug- 
gest, is undoubtedly significant. The organ- 
isms of the disease live a saprophytic existence 
on plants, and inhabit dark, moist, humid, 
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swampy areas, such as the low, heavily wooded 
regions on the Gulf Coast and lower Missis- 
sippi. Stables, cellars, and other unhygienic 
places also provide the proper environment. 
It is easy to conceive that the disease occurred 
in some of the dreadful rooms and cellars 
which Stober?? described and illustrated in 
his 1914 report. He observed fungi which 
resembled Blastomyces dermatitidis in rotting 
wood from some of these places, in which pa- 
tients with blastomycosis had lived, but was 
unable to prove their identity, perhaps be- 
cause of the limited technical methods then 
available. 


How the disease is contracted is not known, 
but the source of infection is thought to be 
exogenous. Agricultural workers and com- 
mon laborers are peculiarly susceptible be- 
cause they frequently sustain abrasions, 
bruises and puncture wounds, but trauma is 
not essential for infection. Lesions may oc- 
cur anywhere on the body but the exposed 
parts are chiefly involved (Figs. 7 and 8). The 
upper extremities are more frequently in- 
volved than the lower. 

The oldest patient in the Howles-Black 
series was 75 years of age and the youngest 
nine years. Two other patients were under 
19 years. The largest number of cases, 14, 
occurred in the 30-39-year period. There were 
47 men and 11 women. The ratio of 30 col- 
ored to 28 white patients corresponds fairly 
well with the ratio of admissions at Charity 
Hospital. The majority of patients, in the 
53 cases in which the occupation was stated, 
were day laborers, lumber workers and farm- 
ers. Most of the lesions had been present for 
a year or more, and in nine instances the du- 
ration was five years or more. At the other 
extreme, the duration in six cases was less 
than six months. 


The cutaneous form of blastomycosis usu- 
ally begins as a small papule, which soon be- 
comes a pustule topped by a small scale. 
Other similar lesions appear and become con- 
fluent. The spread is centrifugal. As the 
lesions progress, spontaneous healing begins to 
occur in the center. The outer edges of each 
lesion are made up of minute pustules, and 
it is from this border that scrapings are se- 
cured for direct microscopic examination. 
The lesions may eventually form large ser- 
piginous patches, with raised margins and a 
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circumferential area of dusky erythema. Mul- 
tiple lesions are explained by autoinoculation. 
These lesions are relatively painless, and sys- 
temic reactions are uncommon. Systemic in- 
volvement is highly fatal. 


Diagnosis depends upon finding the organ- 
isms upon either direct examination or cul- 
ture. They are frequent in material secured 
from the pustular edges of the lesions. Under 


Fic. 7 
Blastomycosis. 


Blastomycosis. 
pulmonary 
by excision of the local lesion combined with vaccine therapy 
after the patient had been found unable to tolerate even 
minute doses of potassium iodide. 


The lesion on the chin was associated with 
blastomycosis. A complete cure was effected 
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the microscope B. dermatitidis appears as sin- 
gle or budding spherical cells whose most 
distinctive feature is an apparently double 
wall. The duplicity is only apparent. The 
explanation is the small, clear space left be- 
tween the wall and the cytoplasm which has 
shrunk away from it. Mycelia are not present. 


Most biopsies are superficial, and therefore 
not distinctive, but McLaren®* mentions that 
in one of his cases which was treated by wide 
excision, an impressive observation was the 
presence, deep in the corium, of many blasto- 
mycetic tubercles. They were originally de- 
scribed by Gilchrist and Stokes,?? who re- 
ported the first cases, but have seldom been 
mentioned since. Skin tests are of real diagnos- 
tic value. We have never observed a positive 
reaction in a patient who did not have the 
disease. The reaction appears within 12 to 24 
hours and reaches a maximum in two to four 
days. The complement-fixation test is not 
useful in patients with small, localized lesions. 
Fixation occurs, however, in heavily infected 
cases, in which the prognosis is correspond- 
ingly more serious. 


Blastomycosis, although relatively benign 
when limited to the skin, may last for years 
in the absence of proper treatment. Gilchrist 
treated the first recorded case with iodides, 
and this form of therapy is the most generally 
successful yet suggested. Our own experience 
is that when the disease is limited to the skin, 
relatively large dosages must be given. Potas- 
sium iodide is begun in dosages of 10 drops 
three times daily and is increased to 90 drops 
three times daily. It is continued until lab- 
oratory examinations are negative and clinical 
healing has occurred. This is unsafe therapy 
if the patient is allergic to the fungus, and a 
preliminary skin test is a wise precaution. 
One of our negro patients, who had a large 
fungating lesion on the chin (Fig. 8) associ- 
ated with pulmonary blastomycosis, had an 
idiosyncrasy so extreme that even the most 
minute doses of iodides could not be tolerated. 
The skin lesion was removed surgically and 
vaccine therapy instituted after proper de- 
sensitization. Recovery was prompt and com- 
plete. 

X-ray has given good results in some cases. 
If the lesion is sufficiently localized, it can be 
treated by excision or electrocoagulation. Our 
own opinion is that this is the optimum 
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method of treatment when the lesion is both 
small and localized. These various methods, 
or combinations of these methods, were used 
in the Charity Hospital cases, in which the 
best results were secured by combined iodide 
and x-ray therapy. 


In 1951 Schoenbach and his associates** re- 
ported the treatment of a case of systemic 
blastomycosis with stilbamidine, with excellent 
results. The following year Curtis and Har- 
rell*> treated four cases with stilbene deriva- 
tives, the two patients with cutaneous disease 
being treated by diethylstilbestrol. 

These drugs, unfortunately, are not free 
from toxic effects, including liver damage and 
possible damage to the trigeminal nerve. 
Forsey and Jackson*® have just recorded an 
instance of toxic psychosis, followed by fatal 
pneumonia, in a Canadian woman who was 
treated by stilbamidine after iodide and other 
therapy had proved ineffective. It was thought 
that she had received a disproportionately 
large dose; she weighed only 70 pounds and 
had a background of psychic disturbance. 
This may be true, but the possible risk of 
these drugs, even though they offer a hopeful 
new means of treatment, must not be over- 
looked. 


Antibiotic therapy is indicated whenever 
secondary infection is present. 


SUMMARY 


The deep mycotic infections of the skin are 
usually regarded as infrequent or actually rare 
diseases. The recent experience of the De- 
partment of Dermatology of the School of 
Medicine of Louisiana State University indi- 
cates that this is not a correct concept. Over 
the space of a few years this group observed, 
in private and clinic practice, nine cases of 
chromoblastomycosis, two cases of sporotri- 
chosis, six cases of actinomycosis, one case of 
nocardiosis, one case of cryptococcosis and a 
number of cases of cutaneous blastomycosis. 


These various conditions are briefly dis- 
cussed, chiefly from the standpoint of diag- 
nosis and therapy. 


It is emphasized that their diagnosis de- 
pends upon laboratory investigation, and that 
they will continue to be overlooked unless 
provision is made for such studies, including 
facilities for the definitive examination of 
fungi by cultural methods. 
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DISCUSSION (Abstract) 


Dr. Raymond J. Sherer, Birmingham, Ala.—My 
discussion will be limited to chromoblastomycosis. I 
have been able to find records of three cases of chro- 
moblastomycosis in Alabama in the past six years. 
All of these cases have occurred in North Alabama. 
The first known case was a colored woman, age 30, 
with a large ulcerative lesion of the right leg. The 
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diagnosis was made from a biopsy obtained by her 
family physician and she was later seen at the Jef- 
ferson-Hillman Clinic. We have no follow-up on this 
case. The second case was that of a 70-year-old 
dentist who had a verrucous tumor of his right arm 
that had been present 17 years. This case was also 
diagnosed by biopsy and presented at the Southeast- 
ern Dermatological meeting in Birmingham in 1951. 
The causative organism was hormodendrum compac- 
tum. This patient was seen in the office this year 
for another complaint and the tumor is still present 
and unchanged. He has refused to have the tumor 
excised or destroyed by electrocoagulation; however, 
he has caused regression but not disappearance of 
the tumor by taking potassium iodide. The third 
case was that of a white woman, age 46, with a small 
verrucous lesion of the left ankle of more than 10 
years duration. The tumor was excised and the 
pathological report was chromoblastomycosis. This 
tumor has not recurred and as a result there is no 
material for culture. 


I would like to agree with and emphasize two 
points brought out by Drs. Henington and Ken- 
nedy. First, if a diagnosis is to be made one must 
suspect the disease or at least suspect that a deep 
mycotic infection is present and call this to the at- 
tention of the pathologist. Secondly, I believe the 
only satisfactory treatment is excision and skin graft 
or destruction of the entire granuloma by electrocoag 
ulation. Potassium iodide and x-ray therapy are useful 
aids, but their use alone is not likely to produce a 
cure. 


Prior to this report Missouri was the only state 
from which as many as three cases of chromoblasto- 
mycosis had been reported. 


Dr. Hugh B. Praytor, Montgomery, Ala—We are in- 
debted to Dr. Henington and Dr. Kennedy for point- 
ing out by their interesting series of cases that the 
deep mycotic infections of the skin are not as rare as 
they have been previously considered. Perhaps by an 
increasing index of suspicion for these diseases fol- 
lowed by the proper diagnostic laboratory tests, sim- 
ilar trends may be established in other geographic 
areas. 


Except for the introduction of the diamidine drugs, 
therapy of the deep mycotic infections remains essen- 
tially unchanged in recent years. Stilbamidine is use- 
ful in treating blastomycosis but it may produce toxic 
manifestations up to several months after administra- 
tion. Perhaps this drug will soon be replaced by the 
less toxic 2-hydroxystilbamidine or diethylstilbestrol 
in the treatment of North American Blastomycosis. 


Dr. Hal E. Freeman, Springfield, Mo—This has 
been a very interesting presentation regarding deep 
mycoses. If I might, I should like to call attention 
to one further phenomenon which was not mentioned, 
and that is verrucous sporotrichosis. There have been 
about four cases in the literature. Mine was the fourth. 
This patient presented a lesion on one cheek. He 
had been told he had cancer, and was sent to me for 
treatment for cancer. His lesions resembled tubercu- 
losis verrucosa cutis, or, I thought more probably 
blastomycosis. I was utterly surprised to find that it 
showed a pure culture of Sporotrichum schenckii. 


SOUTHERN MEDICAL JOURNAL 


January 1954 


It is perhaps well to bear in mind that verrucous 
single lesions without lymphangitis can be sporotri- 
chosis. 

My patient, a few years ago, responded nicely to 
x-ray therapy and iodides and, three years later, was 
completely well and had no considerable scarring from 
either his therapy or his infection. 


Dr. James W. Burks, Jr., New Orleans, La.—Like 
Dr. Henington, I have been seeing an increasing num- 
ber of deep mycotic infections. Sporotrichosis developed 
from the sting of shrimp in six patients. Two of these 
were sport fishermen and the other four were work- 
ers in the shrimp industry. This brings up the ques- 
tion as to whether this dermatosis should be classified 
as an industrial one. 


In cases acquiring the infection from the sting of 
shrimp, iodides were ineffectual even though in some 
cases they were given intravenously. One might theo- 
rize that resistance to iodides is logical because of the 
high iodine content of the salt water habitat of the 
shrimp. 

Dr. Francis A. Ellis, Baltimore, Md—Morris Cohen 
of Baltimore has found a very simple and convenient 
way of staining fungus organisms in fresh preparations. 
The scrapings for fungus examination are mounted 
in equal parts of Parker's 51 ink and 20 per cent po- 
tassium hydroxide solution. The ink stains the organ- 
ism. The same technic or modification of the technic 
was written up by Emura in the Archives of Derma- 
tology, 67:210 (Feb.) 1953, for staining the Treponema 
pallidum. 

Cryptococcus neoformans of the cutaneous type usu- 
ally has been associated with lymphoblastomas and 
there may be a possibility that the patient reported 
had subclinical lymphoblastoma. when the cryptococcus 
infection was found. 


Dr. Henington (closing)—In answer to Dr. Free- 
man, we did not see any cases of the solitary nodular 
type of sporotrichosis. 

I should like again to emphasize the necessity of 
doing a complete study of all granulomas of the skin. 
We have on numerous occasions received a biopsy re- 
port of non-specific granuloma of the skin, but after 
culture we have isolated the deep fingers and have 
gone back and re-stained and re-studied the section 
and have found the fungus. 


PRACTICAL POINTS IN ELBOW 
FRACTURES* 


By STanvey A. Hitt, M.D. 
Corinth, Mississippi 


A working knowledge of anatomy and 
physiology is a basic requirement to guide 
fracture treatment. The site of injury indi- 
cates the phase which commands the most at- 


*Chairman’s Address, Section on General Practice, Southern 
Medical Association, Forty-Seventh Annual Meeting, Atlanta, 
Georgia, October 26-29, 1953. 
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tention. In forearm fractures muscle action 
commands attention first. In the arm (shaft 
of the humerus) vigilance against injury to 
the radial nerve is especially needed. At the 
elbow, the physician should consider both the 
circulation and peripheral nerve injury along 
with the broken bone. Although compound 
fractures require special attention to the con- 
trol of infection and repair of important di- 
vided soft tissue structures, experience teaches 
the physician to observe carefully the extent 
of swelling in the elbow, the circulation in 
the hand, the action of the wrist and fingers 
even before ordering x-ray films. Looking be- 
yond reduction, ankylosis may be predicted. 
In this type of case the elbow should be 
splinted in flexion at 90 degrees. Then if the 
probable ankylosis does result the extremity 
will be in the best functional position. 

Beginning on the distal side of the elbow 
and traveling proximally the clinical prob- 
lems of several fractures will be considered. 
A Monteggia fracture is that in which the 
ulna is broken in the proximal third of the 
shaft with a forward thrust of force on the 
posterior side of the forearm that also dislo- 
cates the head of the radius. This is an oper- 
ative case that requires firm internal fixation 
of the ulna, then reduction of the head of the 
radius and suturing the divided annular liga- 
ment. A steel plate provides good internal 
fixation for the broken ulna. An alternative 
method is to employ a Rush medullary pin 
in the ulna and this is preferred by the writer. 
In Figure 1 the head of the radius is broken. 
Figure 2 shows the reduction with use of a 
Rush pin in the ulna. 


Fractures of the olecranon process of the 
ulna with separation of the fragments require 
operative treatment. Assuming that infection 
does not defeat the success of the treatment, 


Monteggia type fracture in eight-year-old boy plus fracture 
of head of the radius. 
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any one of the several methods of internal 
fixation that hold the fragments firmly in re- 
duction will yield uniformly good results. A 
carpenter’s iron finishing nail works quite 
well. A Rush medullary pin is even better. 
The rationale of either of these two methods 
may be questioned. Why doesn’t the pull of 
the triceps tend to displace the short frag- © 
ment? This action is negligible because the 
elbow is splinted in 90 degrees flexion. This, 
therefore, converts the triceps action to a 
shearing force rather than a displacing effort 
in line with the longitudinal axis of the pin. 
The nail and pin are mentioned because they 
require a minimum of dissection and will 
work well. However, the conventional wire 
loop suture threaded through drill holes has 
weathered the test of time. Magnuson® has 
demonstrated a mechanical point to remem- 
ber. If the wire is placed near the joint it 
will act as a hinge and triceps pull will sep- 
arate the fracture at the posterior cortex. 
Place the wire nearer the posterior cortex than 
the joint surface of the semilunar notch. 
Thread the wire through triceps tendon close 
to the bone and through a hole in the bone 
on the distal side of the fracture which will be 
slightly posterior to the longitudinal axis. 
Then twist taut. This prevents gapping at 
the posterior side of the fracture as illustrated 
in Figure 3. 

Fracture of the head of the radius with dis- 
placement in an adult patient requires ex- 
cision of the proximal fragment. Active mo- 
tion may be begun within two weeks. The 
end result will be a good functioning elbow 


Fic. 2 


Reduction maintained by Rush medullary pin in ulna and 
acute flexion. Forearm is in mid pronation in upper view; 
supination in lower view. 
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Wiring an olecranon fracture. Left, wrong: wire near joint 


allows posterior separation. Right, correct: wire near pos- 
terior cortex makes snug reduction. 


with relatively small loss of stability. In child- 
hood, if the radial head cannot be reduced by 
closed manipulation it should be exposed 
surgically, the periosteum sutured and the 
annular ligament repaired. 


Without intending a complete discussion of 
condylar fractures a few points will be made. 
How may one, by physical examination, dif- 
ferentiate condylar from a supracondylar frac- 
ture? With the elbow in full extension, a line 
drawn through the epicondyles will cross the 


olecranon. At 90 degrees flexion these three 
points describe an equilateral triangle. Supra- 
condylar fractures do not disturb these rela- 
tions but those of the condyles do. Generally 
speaking these are operative cases. The flexor 
muscles of the forearm arising from the 
medial epicondyle are treacherous in that a 
broken condyle may be reduced at the initial 
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manipulation then be pulled out of place 
later to end with a poor result. The broken 
off epicondyle will be displaced distally. It 
may block joint action or result in a delayed 
ulnar palsy. Therefore, open reduction with 
nailing is indicated.* Childhood is not a con- 
traindication even though the nail traverses 
an epiphyseal line. It is removed relatively 
early, at six to eight weeks, to avoid altering 
growth. Dicondylar as well as complete frac- 
tures of the lateral condyle also require open 
reduction with rigid internal fixation. The 
pathological physiology here is similar to that 
on the opposite side of the joint. The con- 
traction of the extensor group of muscles con- 
stantly tends to displace the smaller fragment. 

Judgment will be required in the selection 
of treatment for the distal end of the humerus 
with multiple comminution. These occur 
more often in adults and may be best treated 
by traction. 

Supracondylar Fractures.—Since most frac- 
tures of the elbow occur at the supracondylar 
level emphasis will be placed on these. The 
incidence of deformity and crippling may be 
reduced by using established principles of 
examination and treatment. This can be done 
with a very small amount of equipment. Ex- 
cluding the x-ray machine, the materials for 
administering a drop ether anesthetic (Fig. 4), 
one-inch adhesive tape, two rolls of two-inch 
bandage and a safety pin comprise the arma- 
mentarium.® Roentgenographic service should 
not be a hindrance now because the physician 


Excluding the x-ray machine, supplies for a drop ether anesthetic, gauze, bandage, adhesive tape and a safety pin are 
adequate for treating simple supracondylar fractures of the humerus. 
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who does not own his own machine has ac- 
cess to one. 

It is an acceptable compromise to gain func- 
tion at the expense of normal anatomy.' A 
gunstock deformity (Fig. 5) with a strong el- 
bow and full range of mogion is not counted 
a poor result. However, it should be the con- 
stant aim of all who treat fractures to exert 
every effort to prevent Volkman’s ischemic 
contracture (Fig. 6). 


Supracondylar fractures of the humerus oc- 
cur in all ages but are a frequent occurrence 
in childhood. In a series of fractures about 
the elbow in children analyzed by Boyd and 
Altenberg,? two-thirds were supracondylar 
(65.4 per cent) and one fourth (25.3 per cent) 
were condylar. Most of the fractures at the 
supracondylar level will be the extension type. 
This injury is produced by a backward fall on 
the outstretched hand. The plane of the frac- 
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Gunstock deformity, right elbow. 
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Volkmann’s contracture. 
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ture extends from before backwards and up- 
ward (Fig. 7). The distal fragment is displaced 
posteriorly, superiorly and rotated internally. 
The sharp edge of the proximal fragment im- 
pinges against the brachial artery thus mark- 
edly decreasing the blood flow to the hand. 
The venous return is likewise blocked and a 
vicious cycle of pathologic circulation is pro- 
duced. This allows rapid severe swelling. 
Peripheral nerve injury may be produced by 
pressure, contusion or stretching. Therefore, 
while the examiner is securing the history and 
evaluating the anesthetic risk, he notes the 
swelling and circulation to the hand. The 
volume of the radial pulse is determined for 
later comparison. The next illustration (Fig. 
8) shows the reduction. A posterior moulded 
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Radiograph of supracondylar fracture complicated by fracture 
of forearm distal third. Drawing at right illustrates pressure 
of proximal fragment on the brachial artery. 
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Same case as Figure 7 reduced. Plaster-of-Paris splints were 
required because of the forearm fracture. 
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plaster-of-Paris splint plus an anterior one for 
the forearm was required because of the frac- 
ture near the wrist. 


Rapid Test for Nerve Injury.—Inability 
completely to extend the thumb immediately 
suggests radial involvement. It is further 
confirmed by anesthesia over the dorsal sur- 
face of the base of the thumb, and also by 
inability to elevate the wrist and extend the 
fingers at the metacarpophalangeal joint. 
Median nerve injury in any location will af- 
fect the opponens pollicis, making it impos- 
sible to oppose the palmar surface of the 
thumb to the pads of the extremity of the 
fingers. This is confirmed by loss of sensa- 
tion in the palmer surface of the first three 
fingers and by inability to flex the index 
finger when the other fingers are extended. 
Ulnar nerve injuries paralyze the interosseous 
muscles preventing lateral movement of the 
fingers. This is revealed by inability to bunch 
the ends of the fingers, confirmed by loss of 
sensation in the little finger. 


Reduction is accomplished with the patient 
in surgical anesthesia so that there will be 
complete relaxation of the muscles. Gentle 
but firm traction is made on the forearm. 
When length has been obtained an assistant 
supports the extremity by the wrist and con- 
tinues traction. The surgeon encircles the 
region of the fracture with the fingers and 
thumbs of both hands. The fingers of both 
hands make posterior pressure on the shaft 
(proximal fragment) while the thumbs push 


A simple supracondylar fracture reduced and maintained in 
acute flexion with a Jones dressing of adhesive tape and 
gauze bandage. 
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forward on the distal fragment and the assis- 
tant slowly flexes the elbow as reduction is 
completed.* 


Test for Correct Reduction.—At this point 
the physician should hold the distal fragment 
with one hand and evaluate the reduction. 
Extension of the forearm should show the 
carrying angle. At the same time compare 
the rotation of the distal with the proximal 
fragments. If proper, the forearm will come 
in line with the arm when flexed. Place the 
hand in supination so that the palm will face 
the shoulder. The thumb should point to the 
shoulder. Medial deviation indicates internal 
rotation of the distal fragment. Lateral devia- 
tion indicates external rotation. In either 
case or if the carrying angle has been lost 
exert traction again and improve reduction 
by manipulation. 

After accurate reduction has been obtained 
a piece of gauze is placed in the fold of the 
elbow to prevent excoriation of the skin. A 
dressing of adhesive and bandage is applied. 
If the radial pulse is adequate and x-ray films 
are satisfactory (Fig. 9), a Jones necklace is 
applied holding the hand near the neck (Fig. 
10). This insures hyperflexion, the Jones po- 
sition, and adequate fixation. A cast is not 
required for simple uncomplicated fractures. 


After-treatment.—The radial pulse and the 
circulation to the hand are observed fre- 


Photograph of the dressing in acute flexion, wrist 
supported by Jones necklace (bandage) around the 
neck. 
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The flexion type of supracondylar fracture requires traction. Flexion increases the deformity. 


quently for 48 hours. Even with severe swel- 
ling one need not become alarmed if the 
capillary circulation is adequate. This is 
demonstrated by blanching and the prompt 
return of a pink hue after pressure is made on 
the fingernails. The dressing is changed at 
weekly intervals. The forearm is lowered to a 
sling at the end of four weeks. At six weeks 
the sling is removed and the patient allowed 
to exercise the extremity actively within the 
limits of pain. Many patients will have the 
full range of motion by six months. Others 
will require from eight to twelve months be- 
fore complete function returns. 


Preventing an Impending Volkmann's Is- 
chemic Contracture——Severe swelling alone 
may be expected and will usually begin shrink- 
ing the third day. However, bleb formation is 
a constant danger sign. During the immediate 
post reduction period, if the radial pulse can- 
not be palpated, if pain increases instead of 
disappears, and if the hand becomes purple, 
the elbow should be extended out of the hy- 
perflexed position. Usually this will relieve 
the pain and restore the circulation. Should 
extension fail, make a long incision medial to 
the palmaris longus muscle through the deep 
fascia and drain the hematoma.? Extension 
of the incision permits section of the bicipital 
fascia, inspection of the brachial artery and 
reduction of the fracture. 


The unusual hyperflexion type is most often 
seen in the older age group. This variety of 
supracondylar fracture is produced by a fall 
on the flexed elbow which makes forward 
force on the end of the humerus. It prob- 
ably constitutes about | per cent of the supra- 
condylar fractures. The fracture line extends 
from behind, forward and upward. Hyper- 
flexion increases the deformity (Fig. 11). 
Therefore, traction is required to maintain 
reduction. The illustrative case, age 69 was 
treated in traction three weeks, then a plaster- 
of-Paris splint applied. The end result was 
three-fourths the full range of motion and a 
strong elbow. 


SUMMARY 


(1) Monteggia fracture requires open re- 
duction with internal fixation of the ulna. A 
Rush medullary pin in the ulna is preferable 
to a plate. 


(2) Fracture of the olecranon with separa- 
tion may be successfully treated with the con- 
ventional wire loop. 

(3) A broken head of the radius should 
be excised in the adult but repaired in the 
child. 

(4) Reduction of fracture of the condyles 
and epicondyles usually cannot be main- 
tained without internal fixation. This in- 
cludes dicondylar, T and Y fractures. The 
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exception is extensive multiple comminution 
where traction is better. 


(5) Notwithstanding the above listed indi- 
cations for open reduction the majority of 
elbow fractures can be managed by closed 
manipulation because about two-thirds of 
them will be at the supracondylar level. These 
may be efficiently treated with a minimum 
amount of supplies. 
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DISCUSSION (Abstract) 


Dr. T. M. Oxford, Shreveport, La—Condylar frac- 
tures of the humerus usually require internal fixation. 
I have used Kirschner wires, nails, screws, and the 
Rush medullary pin. Multiple Kirschner wires are the 
simplest to use and may be removed after union 
results. The Kirschner wire can be inserted in the 
thin flattened distal end of the humerus with less 
difficulty than the Rush pin. 

When ankylosis is eminent due to multiple comminu- 
tion or a compound fracture, the elbow should be 
splinted at a right angle which is the position of 
maximum function. 


KNEE FUSION WITH INTRAMED- 
ULLARY NAIL FIXATION* 


By Vircit R. May, Jr., M.D., F.A.C.S. 
Richmond, Virginia 


The use of the intramedullary nail has be- 
come revolutionary in the treatment of frac- 
tures of certain long bones. Since the advent 
of efficient antibiotics, and improved surgical 
technics, intramedullary pins are finding 
other advantageous uses in orthopedic sur- 
gery. Since it has proven successful in frac- 
ture treatment, the principle has been utilized 
recently in arthrodesing the knee joint. 


Chapchal' used this method on seven occa- 
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sions in six patients. His results were good 
in all instances but one in which the pin 
broke. The cases in which Chapchal used 
this method were all non-infectious. They 
included patients suffering from poliomyelitis, 
rheumatoid arthritis, and fibrous ankylosis. 

By technic, several disadvantages of other 
methods are overcome. Large plaster casts 
can be discarded. Some orthopedists are us- 
ing no plaster casts. I feel a light cylinder 
cast, postoperatively, should be utilized since 
it helps in total immobilization and, yet, will 
allow compression at the fusion site. 

Dr. J. A. Key? first described the use of the 
compression factor, employing using two 
Steinmann pins connected by turnbuckles. 
The turnbuckles were tightened and thus the 
fusion site was compressed. In his cases a 
spica cast was also used. 


Fifteen cases were described by Charnley* 
in 1948 in which Key’s method was used. A 
Thomas splint was applied, however, instead 
of a spica cast. All of his cases were successful 
in spite of the fact that the pins broke post- 
operatively in four instances. 


In 1953 Fett and Zorn‘ reported a series of 
nine cases in which compression arthrodesis 
was used with one failure. These authors use 
two pins horizontally through the femur and 
two pins through the tibia, thus increasing 
stability and omitting casts or splints. By 
using the intramedullary pin arthrodesis, 
physiological compression occurs by the pa- 
tient’s own weight bearing. There are no pro- 
truding pins through the skin; thus lessening 
the probabilities of infection. Fixation of the 
fusion is excellent and the patient is allowed 
ambulation with weight bearing on the arth- 
rodesed joint soon after operation. It also 
allows complete freedom of motion in all 
adjacent joints to the fusion. 


Stack® has reported twenty cases of knee 
fusions by the intramedullary nail method. 
He used this method in six tubercular knees, 
six arthritic knees and eight Charcot joints. 

I have employed the intramedullary nail 
method in two cases and my colleague in one. 
All have had good results. Over the past two 
years we have used it in a tuberculous knee, 
arthritic knee (following gunshot wound) and 
a Charcot knee. In the tuberculous knee 
(Case 3) a step-cut was done at the fusion on 
the femoral and tibial side in order to in- 
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crease the stability of the joint mortise® (Fig. 
1). 

R. J., a fifty-year-old colored man, said that in 1937 
while carrying a log he fell backward and the log 
. struck his right knee. The knee became swollen and 
sore and was aspirated by his local physician. This 
condition lasted a few weeks but gradually subsided 
and he returned to work. Following this episode his 
knee swelled about once a year and required aspira- 
tion. He also noticed an increasing amount of insta- 
bility about the knee joint. In March 1950 he was 
again struck by a log following which his knee swelled 
and became grossly unstable. The patient was un- 
able to work following this accident (Figs. 2 and 3). 


The only thing significant in his past history was 
that at the age of twenty-nine he had a sore on his 
penis which was treated by sprinkling powder on it. 
The lesion soon healed. The patient was seen in Sep- 
tember 1950 and admitted to the hospital October 25, 
1950. X-rays revealed a very unstable looking joint 
with marked destruction of the articular surfaces. 
There was a considerable amount of sclerosis and bony 
masses were seen in the joint. Urinalyses and blood 
counts were within normal limits. Blood Wassermann 
and Kline examinations were positive. Spinal fluid 
tests were also positive. On October 26 the following 
operation was performed: 


The right knee and leg were prepared and draped 
in the usual manner with the leg free. A four-inch 
incision was made anteriorly over the middle third of 


the femur and sharp dissection was carried through 


Siot in 
«anterior surface 


Fic. 1 


Drawing showing principle of the intramedullary nail in 
knee fusions. The joint step-cut to increase the stability of 
the joint mortise. (Courtesy of Dr. Wm. Minor Deyerle, 
Richmond, Va.) 
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the subcutaneous fat down through the quadriceps to 
the bone. Another incision was made anteriomedially 
which started above the knee joint and went below 
the joint. Sharp dissection was carried down through 
the subcutaneous fat beside the patella on the medial 


Fic. 2 


R. J., case of Charcot right knee characterized by being un- 
stable, painless. indurated and swollen. 


R. J., x-rays showing typical changes of a neurotrophic 
joint. 
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side and into the knee joint. There was marked 
synovial thickening and hypertrophy along with de- 
structive changes of the articular cartilage with a 
large number of calcified bodies being present in the 
synovium along the edges of the joint space and in 
the joint itself. An osteotome was then used to re- 
move the distal condyles of the femur in a horizontal 
plane. The same procedure was performed on the 
condyles of the tibia. Then all of the calcified bodies 
were removed along with as much synovia as pos- 
sible. The tibia and femur were fitted until they 
were correctly opposed. Attention was turned toward 
placing the intramedullary nail in the femur, starting 
at a slot in the lower third anteriorly. A medullary 
nail 38 cm. by 9 mm. was inserted through the slot 
into the femur until it reached the knee joint. Then 
the tibia was brought up and opposed the femur and 
the intramedullary nail was inserted in the tibia. 
After this nail was in place there was excellent fixation 
of the tibia and femur. The posterior half of the pa- 
tella was removed so as to leave only cortical bone to 
articulate with the junction of the femur and tibia. A 
few bone chips were put in the joint space, the tourni- 
quet was released and the bleeders were ligated. The 
wound was closed in layers. A cylinder cast was ap- 
plied to the leg and the patient returned to his room 
in good condition. 

Postoperatively the patient’s temperature rose to 
102,° but no untoward effects resulted. The first 
cast was changed fourteen days following operation 
and the sutures were removed at this time. The pa- 
tient was maintained in a cylinder cast with weight 
bearing for nine months following operation, after 
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R. J., four days postoperatively with the nail across the knee 
joint in the intramedullary canal of the femur and tibia. 


which the cast was removed and he returned to his 
work (Figs. 4 and 5). 


Case 2.—S. S., a twenty-four year old colored woman, 
was seen October 17, 1950 with a chief complaint of 
a “bad left knee.” It was said that in April 1949 the 
patient had sustained a shotgun wound in her left 
knee area. She was taken to a local hospital and 
there her wounds were treated. She suffered a very 
severe fracture of the tibia and fibula into the left 
knee joint and she also developed an osteomyelitis in 
this area following the accident. She was treated with 
casts for about three months and did no weight 
bearing for six months. When she was able to again 
bear weight, she found that she had a very unstable, 
painful knee and there were several draining sinuses 
about the upper tibia. Her physician treated the 
draining areas and after one year the sinuses grad- 
ually closed and drainage cleared. In the meantime 
she was unable to perform any work because of the 
instability of the knee joint. 

When I first saw her, x-rays taken of the knee re- 
vealed many shotgun pellets throughout the soft tis- 
sues and a gross angulation of the knee joint on the 
tibial side medially. The fracture seemed to have 
healed satisfactorily; however, there was evidence of 
sclerosis and proliferation of bone indicating an old 
osteomyelitis (Fig. 6). She was hospitalized on Feb- 
ruary 15, 1951 and operated upon the next day. At 
the time of operation the left knee region was draped 
in such a way as to leave the entire leg free except 
for the lower thigh and knee region. A tourniquet 
was applied to the left leg approximately five inches 
above the knee joint. A six-inch longitudinal medial 
parapatella incision was made over the anterior aspect 
of the left knee joint and carried into the subcutaneous 
tissue and deep fascia and through the capsule and 
synovia exposing the knee joint. The incision was 
carried down across the knee joint three inches below 
the tibial tubercle. The old fracture site was seen 
and, as far as could be determined, there was no evi- 
dence of a nonunion, nor was there any evidence of 
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R. J., one year postoperatively. Bone union has occurred 
at the fusion site. 
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pus present. The joint surfaces of the knee were 
seen to be markedly fibrosed and partially ankylosed 
due to a large amount of scar tissue present in the 
joint itself. There was considerable spurring and 
evidence of gross traumatic arthritis of the joint as 
well as the articular surface of the patella. The artic- 
ular surface of the lower end of the femur and upper 
end of the tibia was removed in such a fashion as to 
allow approximately fifteen degrees flexion of the 
left knee joint. A three-inch incision was made in 
line between the anterior superior iliac spine and 
the knee joint at the middle third of the femur. 
The incision was carried down through the quadri- 
ceps exposing the shaft of the femur. From the shaft 
of the femur a 1.5 by 3 cm. slot of bone was re- 
moved from the anterior surface of the cortex. A 38 
cm. by 10 mm. intramedullary nail was inserted 
retrograde through the distal end of the femur. This 
was allowed to come out through the slot which had 
been made in the anterior surface of the femoral 
cortex. The nail was driven up through the muscle 
and subcutaneous tissue until the distal end of the 
nail was flush with the distal end of the femur. An 
incision was then made to expose the end of the intra- 
medullary nail which was protruding at the upper 
one-third of the femur above the incision where the 
slot was removed. It was then driven back across 
the joint into the tibial medullary cavity. Some diffi- 
culty was encountered in driving the nail down due to 
the marked sclerosis at the proximal end of the 
tibia. Part of the patella was then removed and used 
as bone chips across the fusion site. These were packed 
in very tightly. The tourniquet was removed and the 
wound closed in layers. A cylinder cast was applied 
from the ankle joint to the groin. 
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Following the operation the patient had a very 
uneventful postoperative course. The temperature 
spiked several days to about 101° and then subsided. 
She was placed on 600,000 units of penicillin daily 
and remained on this medication for six days post- 
operatively. The cast was removed on the fourteenth 
postoperative day and the sutures were removed. At 
the time there was no evidence of infection. An- 
other cylinder cast was applied and the patient was 
discharged from the hospital, given crutches and al- 
lowed to use them about four weeks with partial 
weight bearing. After two months the crutches were 
discarded. She was seen at intervals and wore a 
cast for six months following the operation, at which 
time it was removed and clinically the knee was solid. 
X-rays revealed that the knee joint was fusing nicely. 
At the time the patient was last seen she had begun 
domestic work and had no complaints referable to 
the knee (Figs. 7 and 8). 


Case 3.—A. W. G., a twenty-eight year old white 
man, was admitted to the hospital June 9, 1952. His 
chief complaint was of pain, swelling and progressive 
stiffness of the left knee joint. 


In 1944 the patient had a medial menisectomy per- 
formed in the Navy for instability of the left knee. 
Following this he developed pain and swelling and 
never completely recovered. In 1945 he was discharged 
with 20 per cent general disability. In 1946 he was 
hospitalized for his progressing disability. A com- 
plete synovectomy was done through anterior and 
posterior incisions. Frozen sections were done at this 
time as tuberculosis was suspected. The pre- and post- 
operative diagnosis was chronic synovitis. On admis- 
sion his chest x-rays revealed an old fibrotic healed 
tuberculous lesion in his chest. After operation he 
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S. S., preoperative x-rays revealing evidence of old osteo- 
myelitis just below the knee joint. Many shotgun pellets 
are also present in the soft tissues. 
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S. S., postoperative x-rays showing nail in the intramedullary 
canal of the femur and tibia. Note there is some distrac- 
tion. This was corrected by weight bearing. 
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was discharged from the hospital with full extension 
and thirty degrees flexion and good lateral stability. 


Complete history at the time of his recent admission 
was negative with the exception of the complaints ref- 
erable to the left lower extremity. Physical examina- 
tion was normal except for the left lower extremity. 
There were well healed anterior and posterior oper- 
ative scars. The left knee was considerably enlarged 
and indurated with a moderate joint effusion. There 
was some tenderness over the entire joint space and 
motion was restricted to about twenty degrees flexion 
and extension, the patient having lost ten degrees 
extension since his discharge following synovectomy. 
There was marked atrophy of the quadriceps muscle. 

X-rays of the left knee showed chronic arthritis con- 
sistent with tuberculosis (Fig. 9). X-rays of the chest 
revealed old fibrotic infiltration of the upper left 
lung unchanged from that noted in 1946. The pa- 
tient was afebrile and the pulse was normal. Sputum 
smears were negative. 


On June 23, 1952 through a five-inch U flap in- 
cision the distal end of the femur and the proximal 
end of the tibia were completely denuded. The 
cartilage was moderately destroyed over the tibia and 
femur. There was some panus formation and injec- 
tion of the synovia. There were areas on both the 
femur and tibia of necrosis immediately underlying 
the cartilage. The end of the tibia and the femur 
were step-cut in a saggital plane, the step being ap- 
proximately one-quarter inch deep. An intramedullary 
nail 9 mm. by 42 cm., was driven into a preformed 
slot 1.5 by 5 cm., at the junction of the middle and 
lower third of the femur, down across the knee joint 
into the tibia. Excellent immediate immobilization 
was obtained with good contact of all bony surfaces 
in about fifteen degrees flexion. The wounds were 


S. S., two years postoperatively, x-rays revealing solid bone 
fusion. 
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closed in layers. The three-inch incision of the an- 
terior thigh was closed in layers. A long cylinder cast 
was applied. 

In view of the fact that tuberculosis was suspected, 
ten days prior to operation the patient was started 
on streptomycin, 1 gram a day, and para-amino- 
salicylic acid 4 grams three times a day. The post- 


Fic. 9 
A. W. G., preoperative x-rays reveal chronic infectious 
arthritic changes. Proven tuberculosis at biopsy. (Courtesy 


Dr. Wm. Minor Deyerle, Richmond, Va.) 
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A. W. G., six months postoperatively, bone union has oc- 
curred. (Courtesy of Dr. Wm. Minor Deyerle, Richmond, Va.) 
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operative course was uneventful although the patient 
ran a fever up to 101° for about ten days. In eighteen 
days the sutures were removed. The wound was 
healed. A new cast was applied. The patient was al- 
lowed to walk bearing weight on the limb using 
crutches to steady his gait. In two months he began 
almost full weight bearing, using one crutch for sup- 
port. In three and one-half months all casts and sup- 
ports were removed. X-rays revealed almost complete 
obliteration of the joint line. The patient has walked 
asymptomatically since that time and has a solidly 
fused knee (Fig. 10). Measurements reveal three- 
quarter-inch shortening of the left leg. Material taken 
at operation from the knee joint revealed tuberculous 
granulation tissue and cultures taken from this 
showed tubercle bacilli. 


CONCLUSIONS 


Three cases of infectious arthritis of knee 
joints are presented. The involved knee 
joints were fused by using the Kuntschner 
intramedullary nail across the joint. The 
results were favorable in all cases. In Case 
3 a step-cut was used at the fusion site 
in order to mortise the joint surfaces better. 
By using this method of fusion the patient is 
allowed early ambulation and compression at 
the fusion site is maintained physiologically. 
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COMPARATIVE VALUE OF CF AND V 
LEADS IN ANTERIOR WALL 
MYOCARDIAL INFARCTION* 


By Morris M. Weiss, M.D.* 
and 
WILLIAM R. Gray, M.D.* 
Louisville, Kentucky 


Prior to the widespread use of V leads in 
precordial electrocardiography, the CF leads, 
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as compared with other leads such as CR, CL 
and CB, enjoyed great favor because they were 
shown to demonstrate more advantageously 
recent and old changes of anterior myocardial 
infarction. This was best expressed by Wol- 
ferth and Wood!: 

“One fact inclines us, at present, toward the use 
of CF as a routine lead. In cases of anterior infarction 
in which we need help the most, cases with healing 
or healed lesions are sometimes found in which the 
limb leads and the precordial leads CR and CL are 
normal, while CF leads alone show T wave inversion.” 


There are few comparative studies of CF 
and V leads in cases of anterior myocardial in- 
farction. We have previously reported that 
CF leads were superior to the V leads as an 
aid to the diagnosis of anterior infarction.? 
Cullen and Fischer*® studied 25 cases of acute 
myocardial infarction using leads CF4, CR4 
and V4. No significant differences were found. 
Bain and Redfern‘ illustrate an electrocardio- 
gram of a patient recovering from a myo- 
cardial infarction. Leads V1 and V2 have neg- 
ative T waves; T in V3 is diphasic; T in V4A— 
V6 is positive but the T waves in CF1—CF6 
are negative. Jaffe et alii® observed a case of 
coronary occlusion in which Q waves were 
present only in the CF leads. Herrmann et 
alii® made a comparative study of CF and V 
leads. They studied 27 patients with recent 
and seven with ancient uncomplicated anterior 
myocardial infarction. In 14 cases, the QRS 
and T wave changes were more pronounced 
in the CF than in the V leads. In two cases, 
the V leads demonstrated the transmural char- 
acter of the infarct better than the CF leads. 
They believe, however, that the CF leads are 
not satisfactory since they feel that they exag- 
gerate the extent of the lesion. Pomerance 
et alii? presented cases of coronary artery dis- 
ease in which the CF leads were more diag- 
nostic than the V leads. 


This report is a comparative study of 175 
patients with anterior myocardial infarction, 
recent and old, using CF and V leads. In most 
instances, positions 1 through 6 were taken, 
in addition to the three standard and the 
three unipolar limb leads. The positions on 
the chest were distinctly marked and the elec- 
trode was held in the same position for the 
CF and V connections. 


In 50 (28.5 per cent) of the cases, the pat- 
tern of anterior infarction was more charac- 
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teristic in the CF leads, espe- 
cially in positions 5 and 6. In 
no instances were changes pres- 
ent in any of the V leads that 
were not similarly noted in the 
CF leads. In serial records, the 
very early tracings might show 
characteristic changes only in 
CF. In the next few days, both 
CF and V leads could be ab- 
normal. As the pattern tended 
to approach normal, V would 
become normal but CF would 
still be diagnostic. The CF leads 
lagged months and years be- 
hind the V leads before even 
they became normal. Differ- 
ences between the leads were 
chiefly confined to the S-T seg- 
ments and T waves. But in 
one case, a deep Q wave was 
present in CF2 but in V2 the 
Q wave was only 0.05 mm. 
There were three cases with a 
deep Q in CF4 and no Q in V4. 
This may have been due to the 
displ7cement to the right of the 
transitional zone. 


SUMMARY 


In 28.5 per cent of 175 cases, 
the pattern of anterior wall my- 
ocardial infarction was more 
characteristic in the CF as com- 
pared with V leads. CF leads 
furnish valuable information 
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Figure 1 is an example of the superior value of CF as compared with V leads in 
the diagnosis of anterior myocardial infarction. In (A), taken 24 hours after the 
onset, CF6 shows a characteristic abnormality but V6 is normal. In (B), taken 
two weeks later, the T waves in CF1—6 are inverted but are upright in the cor- 
responding V leads. In (C), taken one month after the onset, the CF leads are 
still abnormal but all the V leads are normal. (To shorten the length of the il- 
lustration, position 3 was not mounted.) 


and should not be discarded in clinical eleciro- 


cardiography. 
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The prime objective of this paper is two- 
fold: firstly, to enumerate the most frequent 
accidents and errors incident to uterine curet- 
tage and secondly, to emphasize the fact that 
hasty remedial operation may often com- 
pound the error. 


*Read in Section on General Practice, Southern Medical As- 
sociation, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 

*From the Department of Gynecology, Medical College of 
Alabama, Birmingham, Alabama. 
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Brief summaries of the following selected 
case reports disclose that the operation of 
dilatation and curettage is not always simple. 


Shortly after entering practice, the writer was in- 
vited by a colleague to assist in a vaginal plastic op- 
eration. During curettage, the uterus was accidentally 
perforated. Because of this mishap, plans were changed 
and a vaginal hysterectomy performed. Some hours 
later, the patient was removed from the operating 
table in a state of shock, minus her uterus but still 
in need of the originally scheduled vaginal plastic 
operation. 

A few years later, following an unintentional per- 
foration of the uterus, the author was demonstrating 
to the operating room personnel the mistake made, 
by passing a sound into the peritoneal cavity. The 
operating room supervisor uncovered a couple of 
tables, rolled them in place and asked what kind of 
sutures would be needed for the hysterectomy. No 
further surgery was done and the same patient has 
since delivered two full term, normal infants. 

More recently, a 32-year-old colored woman was 
admitted to the clinic service of Hillman Hospital with 
the chief complaint of vaginal bleeding of one month’s 
duration. A dilatation of the cervix and curettement 
of the uterus were done. Frozen section of specimen 
obtained showed no evidence of pregnancy or car- 
cinoma. Immediate hysterectomy revealed the presence 
of a placental polyp three-quarters of an inch in 
diameter, adherent to the fundus. 

Within the past year, a 61-year-old postmenopausal 
bleeder was subjected to a diagnostic uterine curette- 
ment. During the procedure the uterus was perforated 
and no endometrial tissue obtained. An immediate 
hysterectomy was performed because of the presumptive 
diagnosis of uterine malignancy. The removed uterus 
harbored the suspected endometrial carcinoma. 


In the first instance mentioned above, hys- 
terectomy was unnecessary and the patient’s 
life endangered by subjecting her to an un- 
planned operation to correct an error. The 
second case was handled properly. The opera- 
tion was for a known incomplete abortion and 
the uterus was left to carry two subsequent 
pregnancies to term. The third case demon- 
strates that a polyp in the fundus can be 
missed at curettage, but had it been suspected 
and looked for, its removal could have been 


A COMPARISON OF THE FREQUENCY OF TONSILLEC- 
TOMY, UTERINE CURETTAGE AND APPENDECTOMY 
IN TWO LARGE BIRMINGHAM HOSPITALS OVER A 


RECENT FIVE-YEAR PERIOD 
Tonsillectomy 3,782 
Uterine curettage 3,632 
Appendectomy 
Men 992 
Women 918 1,910 
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effected without hysterectomy. The fourth 
patient had an unplanned hysterectomy fol- 
lowing uterine perforation because, as noted, 
endometrial carcinoma was suspected. 


Uterine curettage is the most frequent op- 
eration performed in_ general hospitals 
throughout the country, with the exception of 
tonsillectomy. During the past five years, at 
the Jefferson-Hillman and St. Vincent’s Hos- 
pitals, Birmingham, Alabama, 3,632 dilata- 
tions of the cervix or curettements of the 
uterus for all indications were performed. In 
this same period of time, appendectomy was 
performed 1,910 times as a primary indication 
for operation. Nine hundred eighteen of 
these appendectomies were performed on fe- 
males. The operation of dilatation or cu- 
rettage was done almost twice as many times 
as appendectomy and four times as often as 
appendectomy in women. 

Uterine curettage has been practiced for 
the past 110 years, since Recamier invented 
the curet in 1843. Although the indications 
for uterine curettement have increased, be- 
cause of continued search for more correct 
diagnoses, there has been little change in the 
instruments used to obtain material for micro- 
scopic study. The quest for early diagnosis of 
malignancy and more accurate information 
concerning the fertile status of the reproduc- 
tive system has made the procedure of uterine 
curettage a complex, rather than a simple 
operation. 

When the curet was first invented, it was 
used to scrape off an overgrowth of endo- 
metrium, now known as endometrial hyper- 
plasia. Since that time, many other indica- 
tions have developed, particularly in the field 
of early cancer detection. The first uterine 
curettements were, for the most part, thera- 


INDICATION FOR UTERINE CURETTAGE IN 3,632 PA- 
TIENTS SUBJECTED TO THE OPERATION 


Diagnostic 2,092 
Incomplete abortion 786 
Radium implantation 661 
Pyometra 29 
Stenosis of the cervix 22 
Pedunculated submucous fibroids ll 
Subinvolution of the uterus 6 
Miscellaneous 25 


Total 
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peutic. Currently, curettage is employed, 
more often, as a diagnostic procedure. The 
pitfalls of uterine curettage that were present 
in the early days, such as accidental perfora- 
tion of the uterus, are still occurring today 
and other pitfalls have become apparent be- 
cause of the shift in usage of this operation 
from a therapeutic measure to that of a di- 
agnostic one. Almost everyone with wide 
experience in performing this operation has 
made errors or been a partner to an accident 
although awareness of the ever present possi- 
bility of a mishap is necessary to detect them. 


In order to determine the number of per- 
forations of the uterus which accidentally oc- 
curred in the execution of this operation, 
3,632 case records were carefully analyzed. 
These represented the total number of dila- 
tations of the cervix or curettements of the 
uterus done in two large Birmingham _hos- 
pitals during a five-year period, July 1, 1948 
to July 1, 1953. 

Two thousand and ninety-two of these op- 
erations were for a diagnostic purpose, 786 
for incomplete abortion and 661 for radium 
implantation. The pitfalls noted in an analy- 
sis of these clinical records were 40 uterine 
perforations and seven proved missed endo- 
metrial polyps. Other errors were also noted. 
Of the patients who received radium, many 
received it for benign disease, particulary en- 
dometrial hyperplasia and too frequently, for 
incomplete abortion. In these cases, a patient 
was scheduled for diagnostic curettage and 
radium insertion and only after the micro- 
scopic studies were completed was the di- 
agnosis determined to be incomplete abortion. 
No tabulation was made of the total number 
of these patients because radium was inserted 
deliberately by the operator and although 
intrauterine implantation of radium is not 
an acceptable method of treating incomplete 
abortion, it is not considered a pitfall, but 
rather an error in judgment. All of the pa- 
tients who received radium and were later 
proved to have incomplete abortions were 
over 40 years of age with the exception of one 
37-year-old patient. 


A pitfall of omission frequently noted was 
that of failure to remove tissue from the cer- 
vix for biopsy when a diagnostic curettement 
was performed for the symptom of postmeno- 
pausal bleeding. A diagnostic dilatation and 
curettement is done to determine the cause 
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of bleeding and to prove or disprove the pres- 
ence of malignancy in the genital tract. In 
such patients, the cervix is a common site 
for cancer and when curettage of the uterus 
is done, tissue should be removed from the 
cervix with certainty and without exception, 
for microscopic study. 


On October 11, 1951, a patient had tissue removed 
from the cervix, and on microscopic study the diagnosis 
was “minimal atypicalities of surface epithelium.” Two 
weeks later, the same patient was subjected to a dila- 
tation and curettement but no tissue was removed 
from the cervix. Microscopic examination of the 
uterine scrapings disclosed “proliferative endometrium.” 
On November 11, 1951, the uterus was removed and 
on microscopic study invasive squamous cell carcinoma 
of the cervix, Grade II, was found. A report of “min- 
imal atypicalities of surface epithelium” should have 
alerted the operator to remove additional cervical tis- 
sue for biopsy at the time of the dilatation and curette- 
ment. 


In this series of cases, tissue was removed 
from the cervix for microscopic study 880 
times, however it should be pointed out that 
most of the radium implantation cases for 
carcinoma of the cervix had proved diagnoses 
prior to admission to the hospital. 


In only 727 instances was a notation found 
on the chart indicating that a pelvic exami- 
nation was done under anesthesia at the time 
of operation. It is felt that many more ex- 
aminations were made and no notation shown 
to that effect, however a review of these rec- 
ords reveals that more examinations under 
anesthesia need to be made, as well as re- 
corded. 


A patient underwent a dilatation and curettement 
on October 26, 1948, for abnormal uterine bleeding. 
A pelvic examination under anesthesia was not re- 
corded. Six weeks later, on December 12, 1948, the 
patient had a laparotomy which disclosed inoperable 
carcinoma of the ovary. She died January 22, 1949, 
three months following the curettage at which time, 
unknown to the surgeon, she harbored a malignancy 
of the ovary. 


In still another patient, curettage was performed 
on December 6, 1951, and no tissue was obtained, due 
to false passage of the curet. Although the uterus was 
not perforated, the curet scraped only bits of muscle 
for microscopic examination. Five months later, a 
total hysterectomy revealed carcinoma of the endo- 
metrium which had by that time spread beyond the 
uterus. The patient died of the disease three months 
following hysterectomy and eight months following 
curettage. 


The most conspicuous case report encountered in 
review of this entire series was that of a 33-year-old 
colored woman subjected to dilatation of the cervix 
and curettement of the uterus followed immediately 
by a supracervical hysterectomy. When the uterus was 
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opened, it contained an undisturbed pregnancy in ad- 
dition to several small fibroids. 

Errors noted in the preceding abbreviated 
case reports clearly demonstrate the urgency 
of mental alertness in performing uterine cu- 
rettage. A thorough bimanual pelvic exami- 
nation under anesthesia shares equal impor- 
tance with obtaining tissue separately from 
the cervix and endometrium for microscopic 
study in every patient. 


The use of frozen sections to determine de- 
finitive treatment is not always reliable. Ten 
instances were noted in which frozen section 
diagnoses were at variance with the fixed sec- 
tions examined at the time of curettage. 


INSTRUMENTAL PERFORATION OF THE UTERUS 


Twenty-four of the 40 uterine perforations 
were in patients who presented themselves 
with the complaint of abnormal uterine bleed- 
ing and were scheduled for diagnostic curet- 
tage (Table 3). Nineteen of these 24 were in 
postmenopausal patients. There were five 
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uteri ruptured in curettements employed to 
complete abortions. Eleven perforations oc- 
curred in the process of dilating the cervix for 
the insertion of radium or during the appli- 
cation of radium. It is obvious that a post- 
menopausal uterus and one containing a ma- 
lignancy are more vulnerable to perforation. 
The small, sharp curet perforated the uterus 
20 times and the cervical dilators 20 times. 
Of all types of dilators, the Goodell dilator is 
by far the most dangerous. 


In a total of 29 non-malignant perforated 
uteri, tissue was obtained for diagnosis from 
only 16. It is essential to obtain tissue for 
diagnosis, particularly in the postmenopausal 
age group. If no tissue is obtained, the status 
of the patient is exactly the same as when she 
entered the hospital. To persist unyieldingly 
for tissue after perforation or resort to an 
immediate unplanned hysterectomy may only 
compound the error. A period of two weeks 
should be allowed to elapse during which 
time the perforation will heal and a second 


AN ANALYSIS OF 40 CASES OF INSTRUMENTAL UTERINE PERFORATION 


Perforating Instrument 


Tissue Obtained for Diagnosis 


Type Case No. Cases Curet Sound Hegar Goodell Location of Perforation Yes No 
Diagnostic, premenop 1 5 3 2 Anterior 5 
Posterior 4 4 1 
Diagnostic, postmenopausal 19 12 2 5 Fundus 8 
Lateral 3 7 12 
Not stated 4 
Incomplete abortion 5 5 Anterior 
Posterior 1 5 
Fundus 3 
Lateral 1 
Not stated 
Radium application for known Anterior 
carcinoma of the cervix 11 2 9 Posterior 1 
Fundus 2 1 10 
Lateral 
Not stated 8 
Total 40 20 6 14 40 17 23 


TABLE 3 


TREATMENT OF 40 CASES OF INSTRUMENTAL PERFORATION OF THE UTERUS 


Hysterectomy Laparotomy 

Planned Prior to Done Because of Planned Prior to Done Because of Watchful 

Perforation Perforation Perforation Perforation Waiting 
Diagnostic, premenopausal 2 None 3 
Diagnostic, postmenopausal 1 5 13 
Incomplete abortion 4 

Radium application for known 

carcinoma of the cervix ll 
Total 1 2 31 


TABLE 4 
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Instrumental perforation of the uterus is the result of misdirected or excessive force. 


curettage should then be performed with 
greater care. 

Seven hysterectomies were done in the group 
of 40 patients whose uteri were inadvertently 
perforated. One of these hysterectomies was 
planned prior to perforation. Five unplanned 
hysterectomies were in the postmenopausal 
age group and of these only one of the re- 
moved uteri contained an adenocarcinoma. 
One uterus was perforated during curettage 
to complete an abortion and hysterectomy un- 
necessarily resorted to in a 32-year-old col- 
ored female because of “profuse, persistent 
bleeding.” No blood was found in the peri- 
toneal cavity and only a small perforation was 
noted in the fundus. This patient received 
no oxytoxics to contract the uterus which, in 
addition to replacement of blood loss, was all 
the treatment needed. 


Two of the perforations were confirmed 
by laparotomy. These perforations were not 
the indication for abdominal operation but 
each was closed with a figure of eight suture. 


As far as could be determined, the 31 patients 
treated conservatively suffered no ill effects 
as a result of the puncture wound of their 


uterus. A small number were morbid for a 
day or two only. Three living infants were 
delivered to patients in the incomplete abor- 
tion group, subsequent to uterine perforation. 


MISSED UTERINE POLYP 


In this series of cases, 178 hysterectomies 
were performed immediately subsequent to 
uterine curettage. After the uterus was opened, 
endometrial polyps were found in seven in- 
stances. These polyps had been undisturbed 
by the sound, dilators and curet. A patient 
already mentioned was subjected to an un- 
necessary hysterectomy because no tissue was 
obtained at the time of uterine curettage and 
a placental polyp was discovered in the top of 
the removed uterus. A polyp may easily be 
missed with a curet and for that reason every 
uterus subjected to curettage should be care- 
fully explored with a curved sponge forceps. 
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If the cervix cannot be sufficiently 
dilated to accommodate the 
sponge forceps, a Randall kidney 
clamp, one-quarter curve, can be 
used. The sponge forceps should 
be inserted through the dilated 
cervix and the uterine cavity 
thoroughly explored by opening 
and closing the instrument at dif- 


ferent levels. This should be done 
both before and after the endo- 
metrial cavity has been scraped 
with a curet. If this simple pro- 
cedure is followed routinely, many 
unsuspected polyps will be re- 
moved. 

Figure 3 shows a uterosalpingogram 
which demonstrates an unsuspected 
polyp. The polyp in this photograph 
was removed in the manner described 
and diagnosis confirmed by microscopic 
examination. A filling defect in the uterus, after the 
injection of a radiopaque material usually indicates the 
presence of a foreign body, either a polyp, portion of a 
placenta or a submucous pedunculated fibroid. In Fig- 
ure 4, however, a filling defect is noted which was not 
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The filling defect in this uterosalpingogram is an endo- 
metrial polyp. 


endometrial poly 
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Curved sponge forceps are shown grasping an endometrial polyp. A Randall 
kidney clamp, shown in insert, may also be used for this procedure. 


due to a foreign body. The uterosalpingogram was 
made on a patient who suffered accidental perfora- 
tion of her postabortal uterus during curettage eight 
months previously. Large pieces of placenta were 
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The filling defect in this uterosalpingogram is an_ intra- 
uterine adhesion, the result of instrumental perforation 
eight months previously. 
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removed with the curved sponge forceps, after which 
the posterior wall was curetted with a large, sharp 
curet. When the curved sponge forceps were re- 
inserted into the uterus in search of placental frag- 
ments, the sigmoid was grasped instead. The patient 
was treated conservatively and made an uneventful 
recovery. The filling defect found at the time of 
follow-up. studies on this patient was thought to be 
placental tissue which had remained quiescent for 
eight months but actually was an intrauterine ad- 
hesion. The posterior wall of the uterus, in the area 
of the old perforation, had grown to the anterior 
wall and was separated by blunt finger dissection. 

Uterosalpingogram may disclose an elusive 
polyp in patients who continue to spot post- 
curettage and is indicated if sponge forceps 
exploration of the uterus was omitted at the 
time of curettage. 


In the 40 patients whose uteri were per- 
forated, the bowel was grasped knowingly 
only twice. In one case, the redundant sig- 
moid was pulled into the os of a widely di- 
lated cervix. In the other case, fatty tissue on 
the sigmoid had been torn away but no injury 
to the bowel was found at the time of the 
unplanned hysterectomy. It is my opinion that 
hysterectomy or even laparotomy is rarely in- 
dicated following instrumental perforation of 
the uterus at the time of uterine curettage. 
It is, however, important, in the postmeno- 
pausal patient, to determine the cause of the 
patient's bleeding and if no tissue is obtained 
prior to perforation, the operation should be 
repeated in 14 days. A hysterectomy is not 
necessarily indicated. If a perforation has oc- 
curred in a patient with suspected endometrial 
malignancy and it is felt carcinoma cells have 
been transplanted into the peritoneal cavity 
at the time of the perforation, immediate hys- 
terectomy is elective. From a practical stand- 
point, however, if cancer cells are pushed 
through the uterine wall into the peritoneal 
cavity, immediate abdominal hysterectomy is 
no assurance that every malignant cell float- 
ing around in the abdomen will be recovered. 
Great care should be exercised in performing 
curettage on postmenopausal patients. Be- 
cause of the atrophy and fragility of their 
uteri, perforation is more frequent and be- 
cause of the high incidence of fundal carci- 
noma, it is more dangerous. 


As a rule, if curettage is for the purpose 
of completing an abortion, and the uterus is 
accidentally perforated, the only treatment 
indicated is watchful waiting, the administra- 
tion of oxytoxics and, if necessary, whole 


January 1954 


blood transfusions to correct anemia. This 
does not apply if the peritoneal cavity is cu- 


- retted through the perforation or the bowel 


forcibly pulled into the uterine cavity. 
Since, in most instances, curettement is done 
as a diagnostic procedure, it should be per- 
formed in a manner which yields maximum 
information and at the same time reduces to 
a minimum the hazards inherent in the pro- 
cedure. Before the procedure is begun, the 
surgeon should have completed a thorough 
history and physical examination, thus en- 
abling him to suspect whether or not the 
bleeding is due to retained products of preg- 
nancy, a malignancy or some other rarer cause. 


TECHNIC OF UTERINE CURETTAGE 


The patient is placed on the operating table 
in the lithotomy position. The perineum and 
lower genital tract are prepared with soap 
and water and antiseptic solution. The blad- 
der is then completely emptied by catheter 
drainage. At this point, with the patient com- 
pletely anesthetized, a thorough bimanual 
pelvic examination should be done. The size, 
shape and position of the uterus is noted, also 
its mobility as well as any enlargement of the 
ovaries and tubes. This is particularly im- 
portant in a patient with the complaint of 
postmenopausal bleeding. It is not necessary 
completely to anesthetize every patient sub- 
jected to uterine curettage. Most of the pain 
experienced by the patient is from dilatation 
of the cervix. In patients whose cervices are al- 
ready dilated, for example, a recent abortion 
with retained placenta, the operation can be 
completed by giving only a hypodermic in- 
jection of mor:* ‘e and scopolamine. Mor- 
phine and scopo. _ ine will relax the patient 
for pelvic examination better than the usual 
light anesthetic. In any event, a thorough 
operating room pelvic examination should be 
performed and findings recorded. 


Most important in preventing perforations 
is to determine the size and direction of the 
long axis of the uterus. The next step is to 
expose the cervix with two Sims specula. The 
anterior lip of the cervix is firmly grasped 
with a Jacobs four-prong clamp. A single 
tooth tenaculum will often pull through the 
tissue and cause unnecessary trauma by lacer- 
ating the cervix. A malleable uterine sound is 
then inserted and the direction of the uterine 
cavity and its depth carefully noted. Now, 
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and before any dilatation of the cervix, tissue 
is removed from the squamocolumnar junc- 
tion, on the external cervical orifice, at 12, 
3, 9 and 6 o'clock, and placed in laboratory 
specimen bottle marked No. 1. The reason for 
removing tissue prior to dilatation is that a 
greater portion of the cervix will appear in 
the biopsy specimen if this procedure is em- 
ployed. The cervix is then dilated with Hegar 
graduated dilators. Great care should be ex- 
ercised not to insert the dilators deeper than 
the measured depth of the uterine cavity, a 
frequent cause of perforation. In many in- 
stances, the uterine cavity measured only two 
and one-quarter inches and the Hegar di- 
lators were inserted for a distance of three 
inches, rupturing the uterus at the top of 
the fundus. Occasionally, a second Jacobs 
clamp is placed on the posterior lip of the 
cervix to give added counter-traction to the 
dilator. An equal amount of force should be 
applied in pull on the Jacobs clamp to that 
applied to push on the Hegar dilators. The 
main cause of uterine perforation is mis- 
directed or excessive force. This 
is evident in perforations on the 
posterior wall when the uterus is 
anteflexed and on the anterior 
wall when the uterus is retro- 
flexed. If the uterine cavity meas- 
ures only two and one-quarter 
inches, and the dilators are insert- 
ed for a distance of three inches, 
although the dilators are inserted 
into the uterine cavity they will 
perforate the fundus of the uterus. 
When Goodell dilators are used, 
if excessive force is applied, the 
uterus will be ruptured at the 
level of the internal os, most often 
on the lateral side. Points of the 
Goodell dilators are small, and 
when opened wide, they tear 
through the uterine musculature. 
Before beginning dilatation, trac- 
tion is applied to the cervix by a 
Jacobs clamp pulling it towards 
the vaginal outlet, thus reducing 
the angulation of the cervico- 
uterine canal. If this canal is 
straight instead of angulated, per- 
foration is far less likely to occur. 
Even with this maneuver, obstruc- 
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the internal os and in this event, if the 
cervical canal is dilated up to the point of 
obstruction, the internal os will invariably 
also be dilated. After the cervix has been pro- 
gressively dilated to a No. 16 or 18 Hegar di- 
lator, a curved sponge forceps or a smaller 
Randall kidney clamp is inserted into the 
uterine cavity and the cavity completely ex- 
plored by opening and closing the instru- 
ment in order to grasp any foreign body such 
as a polyp which might be protruding into the 
uterine cavity. If, by using the Hegar dila- 
tors, the cervix is not opened wide enough to 
admit the sponge forceps or small kidney 
clamp, it may be further dilated by the use 
of a Goodell dilator. This instrument should 
be used with great care as it is far more 
dangerous (14 to 6) in perforating the uterus, 
than are the Hegar dilators. 

In a fragile, postmenopausal uterus or an 
unyielding cervix harboring a malignancy, a 
Goodell dilator is a treacherous instrument 
and should be used with extreme caution. 


tion will occasionally be met at {o ae pain st. e cervix is obtained for biopsy if the tissue is 
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After the uterus has been care- 
fully searched with the curved 
sponge forceps, for polyps and 
other foreign bodies, the mucosal 
lining is thoroughly scraped with 
the largest dull curet. By begin- 
ning the curettage with a large, 
dull curet, less trauma to the uter- 
ine musculature will occur. The 
entire uterine surface should be 
scraped in a systematic fashion 
and all removed tissue placed 
in laboratory specimen bottle 
marked No. 2. A large, sharp cu- 
ret is then inserted and the uterine 
cavity scraped gently but thor- 
oughly in the same manner. The 
cervical canal is then gently 
scraped and tissue obtained there- 
from placed in laboratory speci- 
men bottle marked No. 3. It is 
not always possible to obtain tis- 
sue from the endocervical canal; 
however, in an attempt to determine the exact 
cause of abnormal uterine bleeding, it is advis- 
able, always, to scrape the cervical canal even 
if no tissue is obtained. The canal should be 
scraped gently, to prevent subsequent stricture 
formation. 


It is well to keep constantly in mind, while 
performing uterine curettage, the size, shape 
and position of the uterine cavity and at the 
same time, if three laboratory specimen bottles 
are on the instrument tray, one for the cervix, 
one for the endometrium and one for the en- 
docervical canal, a correct diagnosis will more 
often be made in patients who bleed from 
an obscure cause. Tissue may be unobtain- 
able in every case, but if an honest attempt is 
made to collect tissue from the endocervical 
canal, the origin of adenocarcinoma will often 
be settled. Too frequently, a confusing report 
is returned from the pathological laboratory 
in which uncertainty is expressed concerning 
the origin of adenocarcinoma, that is, whether 
it came from the endocervical canal or from 
the endometrial cavity. It is widely known 
that the basic treatment of adenocarcinoma 
of the cervix is radiological and the basic 
treatment of adenocarcinoma of the uterus is 
surgical. It is, therefore, imperative to know 
the origin of adenocarcinoma of the uterus, 
in order to institute proper treatment. After 
the uterus has been curetted gently but thor- 
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of endocervix 


This drawing demonstrates the necessity of obtaining tissue from three different 
areas during every diagnostic curettage. 


oughly with a sharp curet, the curved sponge 
forceps are reinserted in search of a polyp 
which may have been missed by the curet or 
previous search. If the uterus has been per- 
forated during this procedure and there is no 
reason to suspect injury to contents of the 
peritoneal cavity, nothing need be done ex- 
cept to observe the patient closely. If a per- 
foration has occurred, it is best to defer in- 
sertion of radium in the uterine cavity and 
further, if pyometra is found at the time of 
dilatation, curettage is best deferred. In the 
series analyzed, 29 cases of pyometra were 
encountered, none of which was curetted. 


SUMMARY 


(1) Accidents and errors found in an an- 
alysis of 3,632 clinical records of patients sub- 
jected to dilatation of the cervix or uterine 
curettage have been recorded. 

(2) These accidents and errors can best be 
avoided by unyielding adherence to the prin- 
ciple expressed in the oft repeated adage, 
“Whatever is worth doing at all is worth doing 
well.” 


DISCUSSION (Abstract) 


Dr. Robert C. Haynes, Marshall Mo.—I want to re- 
emphasize some of the facts and statements of Dr. 
Word in his timely paper. We all realize the impor- 
tance of curettage, and there is none of us that has 
not come in contact with just these problems. Some 
of us will not admit that we have perforated uteri 
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and some of us have probably never seen uteri per- 
forated, but we have all had the experience of being 
afraid of perforations, and we are afraid that we 
have not done adequate curettage to arrive at a di- 
agnostic procedure. 


Dr. Word has emphasized the necessity for ordinary, 
normal procedure, and that there is only one way to 
do curettage. 


I think the part that is to be emphasized most is 
the history, to know what we are going in there for, 
at least have our own minds made up. The time has 
passed when we open an abdomen and go in just to 
find out what pathology exists. We try to know what 
pathology to look for when we get in there. The same 
is true of a curettage. Most curettages are for di- 
agnostic purposes, but whenever we know that some 
malignancy exists or could exist in one of these post- 
menopausal cases it is up to us to remove adequate 
tissue to get a diagnosis, and, as Dr. Word brought 
out, at the different levels, and so label them that 
they can give us the pathological report in that order. 


I appreciated his description of adequate dilatation 
of the cervix, because that is no simple procedure 
at times, especially in cervix that has had a lot of 
scarring. If the cervix is grasped and brought down 
in the right axis, and adequate time is taken to assure 
complete dilatation, I feel that there would be no 
particular reason for unnecessary perforation because 
generally it is in a rush, in a hurry, and is left to 
some intern or resident to carry out this procedure 
which we originally thought was a simple thing. 


Personally, after I get through with the different 
levels of biopsies, and cervical tissue has been re. 
moved, as well as tissue from the endometrium, I 
cauterize and coagulate the raw surfaces of the cervix. 


Dr. Louise Branscomb, Birmingham, Ala—All of us 
were told as students that the pregnant cervix of the 
uterine wall is like wet blotting paper, and I think 
perhaps that term “wet blotting paper” has protected 
more uteri than any other one thing. We do not for- 
get a vivid term like that. Yet Dr. Word has shown 
us that there were almost five times as many per- 
forations in postmenopausal uteri as there were in the 
pregnant. So it would be a good thing for us to re- 
mind ourselves and the students we are respon- 
sible for that the postmenopausal uterus, because of 
its decreased length, its lack of elasticity, and its tight 
cervical canal, is much more prone to trauma than 
the pregnant uterus. 


I think all of us would agree with Dr. Word that 
it is very helpful to be able to examine the patient 
under anesthesia. In one Eastern clinic they make 
such an examination before all pelvic operations, in- 
cluding laparotomies. Sometimes the patients are sent 
back to the ward after this procedure without having 
had an operation. 

That does not work out so well with private pa- 
tients. You cannot say to the private patient, “I think 
something is wrong. I am not sure. I shall put you to 
sleep and make an examination, and if you need 
anything, operate.” The private patient will give 
you a good bit of rope but not quite as much as that. 

But sometimes it would be of great help to us if 
we could make an examination under anesthesia. For 
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that reason, I have found the use of trichlorethylene 
which the patient can use in the office with a self- 
administering mask very helpful. It does not give 
complete relaxation, but it does give the absence of 
conscious strain. Furthermore, the patient does not 
remember pain afterwards, so she does not hold it 
against you, and you feel free to make a more thor- 
ough examination. 

Dr. Word has shown how much help can be gotten 
from study of an apparently simple subject if it is 
approached with an active mind and willingness to 
dig up the facts. 


CANCER DIAGNOSIS IN OBSTETRICS* 


By TuappeEus L. MONTGOMERY, M.D. 
Philadelphia, Pennsylvania 


Notable changes have attended the practice 
of obstetrics in the past generation. From a 
branch of the medical art which concerned 
itself originally with only the dramatic act of 
reproduction, namely, delivery, the science of 
obstetrics now encompasses premarital exam- 
ination, determination of causes of sterility, 
examination and care during pregnancy from 
the first month of missed period to the date 
of expectancy, care during labor and delivery 
with its problems, supervision of the puer- 
perium, postnatal examination, and periodic 
health examination which may _ extend 
through the remainder of the woman’s life. 
Added to these is the responsibility for the 
visibility and health of the fetus which the 
obstetrician himself carries until the full-term 
baby is safely delivered and placed under for- 
mal pediatric care. 

This greatly expanded field of activity re- 
quires of the practitioner not only the compe- 
tence and skill of the accoucheur, but the 
diagnostic ability and understanding of in- 
ternal medicine of the internist, the technical 
skill of the surgeon, and possibly most impor- 
tant of all, the highest type of practice in pre- 
ventive medicine. 


Long contact with patient material pre- 
sents the obstetrician unusual opportunity 
to’ detect systemic and local disease in its 
early stages and to observe the response of the 
individual to that most exacting of functional 
tests, pregnancy and parturition. This fact 
plus the dependence which women have upon 


*Read in Section on Obstetrics, Southern Medical Associa- 
tion, = Annual, Meeting, Atlanta, Georgia, October 
26-29, 1953. 
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their obstetrician for advice concerning health 
problems throughout life, place upon the ob- 
stetrician an unusual responsibility. 


All of what has been said concerning health 
programs in women and the obstetrician’s re- 
lationship to them, has particular bearing 
upon the subject of cancer in women; for 
there is no one person who is in a better po- 
sition to make the early diagnosis of this dis- 
ease, particularly in the instance of cancer 
of the reproductive tract and cancer of the 
breast than is the obstetrician. There is no 
one person whom women more frequently 
consult, to whom they are more willing to 
submit for examination, or whose advice is 
more valued than the physician who practices 
obstetrics and who has previously delivered 
their offspring. These opportunities for early 
diagnosis and early therapy are at our door- 
step. The object of this paper is to discuss 
how we have handled them in the past and 
how we may do better with them in the fu- 
ture. 


To the individual practitioner the occur- 
rence of cancer of the breasts or cervix during 
the course of pregnancy does not seem to be 


of such frequency as to be of significance. 
Certainly it does not occur with such frequen- 
cy as abortion, premature labor, toxemia of 
pregnancy, intrauterine fetal death, and the 
many other complications of pregnancy which 


are daily problems. It must be remembered, 
however, that cancer may occur just as readily 
during the gravid as the non-gravid state and 
the more frequently a woman is pregnant the 
greater the likelihood that the disease may 
exist during the course of pregnancy. Large 
groups of cases carefully studied indicate also 
that in numerous instances cancer must have 
been present before pregnancy, during preg- 
nancy, or during the puerperium even though 
the disease may not have been detected until 
some time later. Parenthetically it is to be 
recalled also that cancer of the breast is more 
common than all forms of reproductory tract 
cancer combined. 

Unfortunately when cancer does occur in 
the breast and in the pelvis during pregnancy 
the stimulus of pregnancy hormones gives it 
an unusual growth acceleration and makes 
for a greater degree of seriousness. Also, and 
equally unfortunately, the recognition of can- 
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cer may be confused with the other more 
common complications of pregnancy which 
would make for more difficult diagnosis. 


For substance upon which to base my re- 
marks, I have turned to the files of the Pelvic 
Cancer Committee of Philadelphia whose ac- 
tivities have been in existence now for some 
eight or nine years, and of the Breast Com- 
mittee of Philadelphia whose investigations 
were inaugurated three years ago. In both 
of these the essayist has been an active par- 
ticipant since their inception. 


The recording secretary of the Pelvic Can- 
cer Committee has found thirty-seven cases in 
which malignant neoplasm of the reproduc- 
tive tract was detected during pregnancy or 
the puerperium. All of these had to do with 
the cervix: thirty were carcinoma; two were 
chorion epithelioma; one sarcoma, and four 
carcinoma in situ. In nineteen of these there 
was no delay on the part of the physician in 
diagnosis. In eighteen, or approximately 50 
per cent of the cases, there was a delay which 
varied from three to eighteen months. In 
eleven cases the delay was six months or over. 
This figure is in contrast to the general physi- 
cian delay of 27.7 per cent in the several other 
thousand cases of reproductive tract cancer 
studied by the committee. According to these 
figures, delay in diagnosis occurred about 
twice as frequently in pregnancy as in the 
examination of non-pregnant individuals. 


As to the causes of delay in diagnosis on the 
part of the physician, in nine cases the cervix 
itself was never examined, for one reason or 
another. Very frequently examination was 
not made on the assumption that the recur- 
rent bleeding from which the patient suffered 
was due to threatened or inevitable abortion. 
In eight cases the first or second physician 
who saw the patient made an examination but 
failed to obtain a cytologic smear or biopsy 
from the diseased area which was detected, 
or he considered the disease insignificant; 
and finally, in two cases there were misplaced 
or mistaken pathologic reports which ac- 
counted for delay in diagnosis. 

Some of the notes that accompany these 
case reports are of interest. In one instance 
the student clerk made the first examination 
of the pregnant patient and thought that a 
cervical lesion which bled readily upon appli- 
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cator touch should be biopsied. The patient 
was checked by a member of the staff of the 
Cancer Clinic who made the note that a sim- 
ple eversion with bleeding was present and 
that no biopsy was necessary. 

In several instances prolonged puerperal 
bleeding occurred and postcoital spotting but 
no adequate examination or study was per- 
formed. 

A frequently recurring error was to coagu- 
late what appeared to be a simple erosion 
during the postnatal period without prelim- 
inary histologic study. Two patients had plas- 
tic work done some five or six months after 
delivery in the course of which the diseased 
cervix was amputated and carcinoma was un- 
expectedly found. 


In one instance associated with long delay 
in diagnosis, disease of the cervix was noted 
with fibroid tumors of the uterus, in an aged 
multipara. A cesarean section supracervical 
hysterectomy was performed at term and the 
cervix was left in place. Later it was proved 
to be carcinomatous. 


Turning to the files of the Breast Cancer 
Committee whose clinical activities have ex- 
tended over only a period of three years, and 
have not yet encompassed all of the hospitals 
of Philadelphia, the recording secretary has 
found fifteen cases in which cancer of the 
breast was proved to be present either during 
pregnancy or the immediate puerperium. In 
these fifteen cases all but one presented a de- 
lay in diagnosis on the part of the physician, 
this delay in diagnosis extending from periods 
of three months to five years; or let us say, 
they resulted in a delay in establishment of 
diagnosis for from three months to five years. 
I have no comparable figures for the delay in 
those cases found among non-pregnant pa- 
tients, but I daresay it could not have been 
greater and probably was considerably less 
than among the pregnant. 


In nine of the cases the delay was of six 
months or more. The causes for physicians’ 
delay were as follows: in five the physician 
did not examine the breasts in pregnancy at 
any time; in one the physician examined the 
breasts at only the first visit and the lesion 
must later have appeared. In eight cases the 
physician recognized a lesion of the breast but 
considered it to be mastitis, swollen milk 
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ducts, or some unimportant or insignificant 
lesion and no further steps were taken toward 
definitive diagnosis. 

Predominant among the errors in breast 
diagnosis during pregnancy and lactation was 
the mistaking of cancer for acute or chronic 
mastitis, and the failure to biopsy the “inflam- 
matory” lesion which did not respond to the 
usual medical therapy. 


Some of the notes which appear on the 
breast cancer reports are of interest. An ob- 
stetrician had noted a lesion of the breast 
during pregnancy and lactation and had re- 
ferred the patient repeatedly to a surgeon for 
consultation. The surgeon persistently replied 
that “the lesion is chronic mastitis and no 
biopsy is necessary.” 

Another patient asked her physician wheth- 
er the lesion in the breast might be serious, 
or cancer. The physician replied that on the 
basis of his examination he was 99 per cent 
sure is was not cancer. Unfortunately, this 
case was the remaining one per cent. 

A patient told the obstetrician of the lump 
and pain in the breast and then went on to 
say: “He did not take much interest. Would 
you not think that he would examine the 
breast?” 


These figures for the delay in diagnosis of 
breast and cervical cancer during the course 
of pregnancy do not constitute a spectacular 
record of success. They lead one to believe 
there is a vast spread between the science of 
medicine and its clinical application. Per- 
haps diagnostic acumen is not so accurate in 
Philadelphia as it is elsewhere. Perhaps, how- 
ever, if human nature is as universal in its 
composition as psychologists would lead us to 
believe, similar errors are being made in other 
parts of the country. If so, what we in Phila- 
delphia have learned from these errors and 
shortcomings, and the steps we are taking to 
prevent a recurrence of them, may be of sig- 
nificance to you as well as to our local pro- 
fession. 


First, in respect to pelvic cancer complicat- 
ing pregnancy, the following measures are es- 
sential if we are to avoid error and delay in 
diagnosis: 

(1) At the onset of pregnancy a complete 
physical examination must be made which 
will include inspection of the cervix and 
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vagina through a speculum, and bimanual 
pelvic examination. 

(2) Papanicolaou smear should be taken 
from the cervix and vaginal vault when any 
cervical erosion of the slightest degree pre- 
sents itself. 

(3) Lesions of the cervix which bleed to 
touch or present any suspicious appearance 
must also be biopsied. 

(4) The occurrence of blood staining or 
bleeding during the course of pregnancy call 
for repetition of the cervical inspection and 
for Papanicolaou smear and biopsy. Whether 
this be done in the office or in the hospital 
is a matter of judgment in the individual case. 

(5) In any case the vaginal and cervical in- 
spection are to be repeated six to eight weeks 
before term. 

(6) Before treating an erosion during the 
postnatal period a biopsy must be collected 
from the affected area. 

(7) At the conclusion of the obstetrical care 
the postnatal patient should be advised to 
have periodic health examinations in order 
to detect the occurrence of carcinoma at an 
early stage. 

(8) Patients are also to be told that irregu- 
lar, frequent staining or menstrual-like dis- 
charge from the reproductive tract is abnor- 
mal either during the reproductive years or 
at the menopause, and that it calls for prompt 
examination and diagnostic procedure. 


In respect to carcinoma of the breast, the 
following procedures are indicated. 

(1) A careful inspection and palpation of 
the breast should be performed in the course 
of the first complete physical examination of 
pregnancy. 

(2) The examination of the breasts should 
be repeated at each prenatal visit. Clothing 
should be sufficiently loosened or removed to 
make exposure and palpation of the breast 
possible at each prenatal visit. 

(3) Any disturbance of breast function dur- 
ing lactation must be carefully reviewed. If 
inflammation of the breast does not promptly 
respond to medical or antibiotic therapy, a 
biopsy of the “inflamed” area must be per- 
formed. 

(4) The breasts should be exposed and care- 
fully inspected and palpated during the post- 
natal period. 
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(5) If at any of these times a discrete nodu- 
lation is felt in the breast a biopsy should be 
promptly performed. During the course of 
pregnancy we advise that this be done under 
local anesthesia as a separate operative proce- 
dure and paraffin sections of the tissue are 
carefully studied. 

(6) On the basis of the findings of this his- 
tologic study the obstetrician and the sur- 
geon should then decide concerning the dis- 
posal of the pregnancy and the timing and the 
type of surgery to be performed if carcinoma 
is found. 

(7) At the conclusion of the obstretical care 
the patient should be informed of the impor- 
tance of breast examination as a part of peri- 
odic health examination. She should also be 
instructed in self-examination of the breasts so 
that if any lesion appears during the interim 
between periodic health examinations early 
detection may be facilitated. 


This is the type of care which the intelli- 
gent laity by their reading have been told to 
expect; this is the only type of care which will 
resolve the difficulties which have been placed 
before you in this presentation; this is the 
only type of care which will justify the in- 
creasing responsibilities which the obstetrician 
has assumed. 


2031 Locust Street 


THE PRESENT STATUS OF SURGICAL 
TREATMENT OF HYDROCEPHALUS* 


By Rosert A. Sears, M.D. 
Atlanta, Georgia 


The subject of hydrocephalus is a familiar 
one to pediatricians. I bring it to your at- 
tention now with the purpose of reviewing 
the recent developments in treatment. It 
appears that many children with large heads 
are dismissed as hopeless, whereas certain 
among them are eligible for study and sur- 
gical correction. 

For the sake of clarity it is well to outline 
what we think about the origin and absorp- 
tion of the cerebrospinal fluid. I accept as 


*Read in Section on Pediatrics, Southern Medical Association, 
oe ey Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 
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most convincing the concept that this fluid 
is formed by the choroid plexuses within the 
ventricular system, and that it flows in a uni- 
directional current from the lateral ventricle 
through the foramen of Munro into the third, 
and thence via the aqueduct of Sylvius into 
the fourth ventricle. Here, it must escape 
through the foramina of Lushka and Ma- 
gendie into the basal cistern, ultimately to 
pass rostrally under and around the brain 
stem via subarachnoid pathways to bathe the 
cerebral hemispheres. Absorption presum- 
ably occurs mainly via the arachnoidal villi 
into the dural sinuses. 


Hydrocephalus results behind any obstruc- 
tion along this route. For the sake of com- 
pleteness, the possibility of over-production of 
fluid, what Cushing termed ‘choroidorrhea,’ 
does exist, but appears to be elusive as a clin- 
ical entity, since choroid plexus papillomata 
do not result in hydrocephalus so long as no 
obstruction occurs. For practical purposes 
obstruction at or before the point of absorp- 
tion will produce hydrocephalus behind the 
point of obstruction. When the block is so 
situated as to dam up the fluid within the 
ventricular system, so that no fluid escapes 
into the subarachnoid space, the term in- 
ternal, or non-communicating, hydrocephalus, 
is applied. Only a portion of the ventricular 
system may be involved. It is not uncommon 
to find a lesion closing off only one lateral 
ventricle, for example, with subsequent dila- 
tation of that ventricle alone. If, however, a 
colored dye injected into the ventricle can be 
recovered from the fluid in the spinal sub- 
arachnoid space within a time limit of twenty 
Minutes, so that a communication is dem- 
onstrated between the ventricle and the spinal 
subarachnoid space, the term communicating 
hydrocephalus is applied. This is a perfectly 
arbitrary definition which by no means prom- 
ises that the fluid can escape elsewhere, as, 
specifically, to the presumed sites of absorp- 
tion. Thus, the hydrocephalus associated 
commonly with myelomeningoceles is almost 
certain to be of the communicating type by 
this definition, for the fourth ventricle exits 
are so displaced by the accompanying Arnold- 
Chiari malformation that they can deliver 
fluid only into the spinal canal. The tonsils 
of the cerebellum, also caught within the 
bony ring of the foramen magnum, effectively 
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preclude return of the fluid into the cisterna 
magna from the spinal canal. The term, 
then, is not entirely satisfactory, for the com- 
munication which is connoted is a strictly 
limited one. The same term covers the vastly 
different situation in which no block is any- 
where demonstrated, and yet a massive hydro- 
cephalus is found. This is the congenital 
communicating hydrocephalus, in which it is 
supposed that there has been an embryonic 
failure of the terminal subarachnoid spaces to 
open. 

As to attempts at surgical correction of hy- 
drocephalus, these have been aimed at re- 
ducing the output of fluid, at direct removal 
of the obstruction, at by-passing the latter and 
returning the fluid to the same pathways 
beyond it, and at conducting the fluid to a 
site of absorption or drainage elsewhere. It is 
worth while to consider these possibilities in 
order. 


It has long seemed logical, if one accepted 
the choroid plexus as the site of origin of the 
cerebrospinal fluid, to expect reduction in 
fluid formation subsequently, and in propor- 
tion to the amount of choroid plexus excised. 
There have in fact been cases in which re- 
moval of the choroid plexus in the lateral 
ventricles has been followed by relief, but 
for the most part, choroid plexectomy has not 
been successful, apparently because sufficient 
of the plexus is not surgically accessible. In 
addition, in at least one case in which autopsy 
subsequently revealed that all the plexus had 
been removed, the hydrocephalus continued 
to progress until the time of death. 

When possible, it is manifestly desirable to 
remove the obstructing lesion entirely. Tu- 
mors, of course, can often be removed, or at 
least sufficient of their bulk excised to allow 
the fluid to escape. A gliomatous cyst may 
represent most of the mass of the tumor, and 
simple aspiration of the cysts occasionally re- 
lieves the block. Congenital veils, or septa, 
are not infrequently encountered in the aque- 
duct, and some of these are almost ridiculous- 
ly simple to perforate, often with ideal result. 
Inflammatory adhesions about the exits from 
the fourth ventricle sometimes permit lysis 
with satisfactory outcome. Resection of her- 
niated cerebellar tonsils may undo the mis- 
chief of the Arnold-Chiari malformation. 
Here, however, one may find that an incom- 
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plete opening of the subarachnoid spaces over 
the hemispheres also exists, so that the block 
is simply exchanged for another, further 
along, and additional steps are required. 


More frequently, however, excision or rup- 
ture of the blocking lesion is impossible, or, 
as in the just-mentioned situation, inade- 
quate. Then, the by-passing procedures are 
to be considered. Possibly the simplest in 
concept is that of third ventriculostomy. The 
thin wall of the third ventricle can be safely 
reached and easily punctured, and the result- 
ant stoma will deliver the fluid directly from 
the ventricle into the subarachnoid space. 
Even if the stoma can be so designed as to 
stay open, in the case of congenital hydro- 
cephalus this generally fails because of inade- 
quate pathways beyond the cisternae. Further, 
third ventriculostomy is a fairly formidable 
procedure under the best circumstances. Until 
recently, it had fallen into disuse therefore, but 
a new variant had been devised, offering some 
promise of a more reliable stoma. This meth- 
od involves an anterior opening in both 
arachnoid and ventricle floor, as before, but 
in addition, the opposite wall of the ventricle 
is now opened from the inside, without dis- 
turbing the arachnoid at this second point. 
It is hoped, then, that even though the first 
opening will probably be closed by the omen- 
tum-like arachnoid, the other opening, lying 
beneath intact arachnoid, may stay patent. 

One of the most useful and best known 
procedures is that devised by Torkildsen. 
This is the simple process of slipping a rubber 
catheter through a burr hole into one of the 
lateral ventricles, and leading the other end 
of the catheter subcutaneously into the basal 
cistern by means of a sub-occipital craniectomy. 
Obviously, this will not apply in the case of 
a lesion beyond that point, but the usefulness 
of this procedure in relieving the internal 
hydrocephalus secondary to inoperable ob- 
structions above is well recognized. 


Unfortunately, in the case of communicat- 
ing hydrocephalus, such an internal shunt is 
ineffective, for obvious reasons. In this situ- 
ation, one is forced to divert the fluid outside 
the subarachnoid space entirely. Many sites 
of absorption or drainage have been tried. 
Probably the site most commonly used today 
is the peritoneum. A catheter, usually of 
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plastic material, is passed from the ventricle 
or lumbar subarachnoid space, depending 
upon the type of hydrocephalus involved, 
subcutaneously into the peritoneal space. 
This operation is relatively easily done, and 
in many cases has functioned well for some 
months, even a year or two. More often, tech- 
mical flaws at either end of the tube force 
revisions, often repeatedly. Since the proce- 
dure, even for a revision, is simple, this has 
not been too severe a price to pay for an effec- 
tive shunt. 

In many instances, the peritoneal shunt is 
not practical, perhaps on the basis of an old 
peritonitis. Then a further site is required. 
The pleural space has been used quite effec- 
tively by some surgeons. Like the peritoneum, 
the pleura is readily capable of dealing with 
considerable amounts of cerebrospinal fluid 
daily. Even the pleural space of an infant 
will rarely show a significant fluid level if 
the shunt is working well. The procedure is 
if anything simpler than the peritoneal shunt, 
but is subject to just as many technical diffi- 
culties, so that revision is again the rule. 

There is no question in my mind that the 
Matson operation is by all odds the most re- 
liable of all the exterior shunts. This is the 
anastomosis, by means of a plastic or rubber 
catheter, of the ventricular, or lumbar sub- 
arachnoid, space with one ureter. To be sure, 
this requires the sacrifice of a kidney. Since 
nephrectomy is itself an operation of some 
magnitude, many patients are at once ineli- 
gible. There may be inadequate renal func- 
tion, uncertainty regarding the adequacy of 
the remaining kidney, or chronic urinary 
tract infection secondary to paralysis of blad- 
der or sphincters. Occasionally, one may 
temporize by using a peritoneal or pleural 
shunt until such time as the patient’s general 
condition improves sufficiently to enable him 
to tolerate nephrectomy. If, however, pye- 
lography and renal function tests present no 
contraindication, the sacrifice of one kidney 
in return for a reliable shunt appears justi- 
fied. 


Many of these ureteral shunts have been 
functioning satisfactorily for over five years. 
In the case of the long tube from the ventricle, 
the child’s growth has necessitated replacing 
the tube one or two times, but this is to be 
anticipated, and presents no great difficulties. 
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There is one highly important side effect 
of the ureteral shunts. This is the inevitable 
loss of electrolytes in the cerebrospinal fluid 
diverted into the bladder. Children, and 
adults as well, with such a shunt functioning 
well, are of course losing large amounts of 
electrolyte in the urine constantly. They 
must take two or three grams of salt daily, in 
addition to their regular diet. Further, it is 
wise if not essential to hospitalize such chil- 
dren for even minor illnesses, for they are on 
the very border of salt deficiency, and we 
have seen instances in which a gastrointes- 
tinal disturbance of otherwise minor propor- 
tions has by virtue of the additional salt loss, 
ended fatally. As pediatricians often empha- 
size, a small baby may, by the electrolyte loss 
entailed in severe diarrhea or vomiting, fatally 
deplete his salt in 24 hours or less. This 
added burden in a child who has a function- 
ing ureteral shunt, is of course, even more 
rapidly decisive. To add to the problem 
further, the electrolyte changes are only tardi- 
ly shown by serum sodium and chloride levels, 
so that the true severity of the situation may 
go unrecognized until too late. 


This is a hazard admittedly introduced by 
the procedure, but experience had shown that 
education of the parents and awareness on 
the part of the attending physician can coun- 
ter the added risk. On this basis, many neuro- 
surgeons refuse to carry out the operation 
unless the parents are sufficiently intelligent 
and reliable to comprehend the necessity for 
the added salt and to be certain that it is 
given, unless the patient lives in an area 
where he can be closely observed by a compe- 
tent and alerted physician, or unless the sur- 
geon can himself follow the child as closely. 

The question inevitably arises as to whether 
one is justified in expending time, energy, 
and resources on a given case. ‘There are 
only rough guides to help. Probably the most 
extreme grades are best left untreated, but it 
is hard to define the point at which one 
should withhold treatment. That is, if the 
cortex, as measured by air study, or during 
ventricular puncture, is a centimeter or less 
in depth, should one deny such an individual 
operation? The answer is, I think, that in 
these severe cases one cannot predict which 
child will, and which will not, respond to a 


SEARS: SURGICAL TREATMENT OF HYDROCEPHALUS 53 


permanently and adequately reduced pres- 
sure. 

Largely from the results of the successfully 
done ureteral shunts originally carried out by 
Matson as far back as 1947, much encourage- 
ment has been gained. Children of the variety 
for whom all hope is usually abandoned are 
today attending school, apparently able to 
compete satisfactorily. Air studies done a 
year or more after a successful procedure have 
shown an extraordinary change to normal or 
near normal patterns. A child whose pre- 
operative air study showed a cortex thinned 
to slightly over a centimeter may then show 
a cortical depth nearly normal. To be sure, 
there must be a point beyond which satisfac- 
tory recovery is impossible, or at least highly 
improbable, and this may be near the one 
centimeter mark. Yet, even with such an 
anatomically thinned cortex as this, acceptable 
levels of physical and mental achievement are 
possible. 

Obviously, the earlier the hydrocephalic 
child is studied and treated, the better are his 
chances. 


DISCUSSION (Abstract) 


Dr. James G. Galbraith, Birmingham, Ala—The 
first point that I should like to emphasize is the 
diagnosis. As you know, in a child where the cranial 
sutures have not yet closed, any condition increasing 
the intracranial pressure will cause apparent hydro- 
cephalus. Therefore, regardless of how hopeless a 
situation may appear at first glance from the stand- 
point of enlargement of the head, the diagnostic survey 
is warranted because a fair percentage of these babies 
will prove to have other conditions even more favor- 
able for treatment, such as subdural hematomas, con- 
genital cysts or neoplasms. We therefore hold that no 
patient should be consigned to a hopeless category un- 
til a complete diagnostic survey has been carried out. 


Once it is established that hydrocephalus is present, 
it is generally held now that most cases are due to 
some lack of development of the resorptive mechanism, 
the arachnoid granulations, and that the problem 
then is one of shunting the cerebral spinal fluid into 
some other area for absorption or drainage. The pro- 
cedures of destruction of the choroid plexus have 
largely been discarded as Dr. Sears has indicated. 


In the occasional well selected case, third ventricu- 
lostomy is very satisfactory. For obstructing the 
aqueduct, the Torkildsen tube gives excellent results, 
but of course the final outcome depends upon the 
nature of the pathologic condition. If it is simply a 
stricture of the aqueduct or atresia, then one can 
expect very good final results with this procedure. 
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For the so-called communicating type of hydro- 
cephalus, a shunt from the ventricle or subarachnoid 
space by means of a plastic tube into either the 
peritoneal cavity or ureter is the procedure of choice 
at the present time. We prefer the peritoneal cavity 
even though the tube does oftentimes require revision 
at one end or the other, usually the peritoneal end, 
because it becomes obstructed. There is the lessened 
risk of the procedure as compared with ureteral shunt 
where the kidney must be removed and where many 
of our patients come in from the country and we 
are confronted with the problem later on of the 
electrolyte depletion that is difficult to manage when 
these children get back to the country if the spinal 
fluid is drained into the ureter. They very quickly 
deplete their salt and will die in a minor episode of 
gastrointestinal upset if they do not receive adequate 
supplemental salt in the diet. 


The variety of procedures available for the correc- 
tion of hydrocephalus indicates that the final solution 
of the problem is not yet at hand. A certain per- 
centage, however, can be salvaged, and the results are 
certainly encouraging with the newer procedures, the 
shunts, and it is hoped that more and more patients 
will receive these procedures so that the ultimate re- 
sults can be evaluated. 


We shall know in a period of another five or ten 
years just what can be anticipated in the way of re- 
turn of function of the badly damaged cortex in the 
far advanced cases. To this point it has been a prob. 
lem of selection of cases. We may have to refuse a 
child operation, saying that it is a hopeless condition, 
and yet there is no firm criterion on which to base the 
selection. A further study of cases originally done by 
Matson and later by others, the ultimate follow-up 
on the cases, will be a great aid in our future selection 
of patients for operation. 


Dr. G. D. Johnson, Spartanburg, S. C—I should 
like to ask Dr. Sears what in his experience has been 
the postoperative incidence of meningitis. We have 
had three patients who have had this operation. Two 
of them developed meningitis and one did not sur- 
vive. Of course, we all feel as the parents do, that 
operation is certainly worth while, and I am quite 
sure that the incidence of meningitis in our series of 
three cases is excessive. 


Dr. Walter Moore Hart, Florence, §. C—I should 
like to ask Dr. Sears if there has been any comparison 
of the morbidity and need for hospital care in the 
two groups, those who have had the peritoneal shunt, 
which possibly required one or more revisions, com- 
pared with the group who have had ureteral shunts 
who, because of electrolyte loss, infection and possible 
difficulty due to the sacrifice of a kidney, require 
more hospital care. You mentioned in your talk the 
need for hospital care even for minor illnesses. What 
is the total need for hospital care and morbidity in 
comparing the two groups? 


Dr. James C. Overall, Nashville, Tenn.—I am inter- 
ested in the question just asked. I wonder what 
Dr. Sears’ percentage infection rate has been. We have 
had some tough luck with colon bacillus. The ordinary 
antibiotics at times seem not to affect these colon 
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bacillus infections. A child who was doing very well 
for three or four years seemed to have a disturbance 
of balance after what would normally have been an 
insignificant fall. The child got into trouble because 
of the fall. 


Dr. Sears (closing).—Like others, we have had diffi- 
culties with meningitis. 

Most of the infections that I have seen we have 
been convinced occurred during the diagnostic pro- 
cedures, during the time that the original tap was 
done: the combined tap, to see whether there was 
communication or not, and then the tap for the air 
study. It is a little easier for me to consider that that 
is the time of infection than that infection occurs in 
the operating room. 

I know of no way to circumvent it beyond the usual 
caution and aseptic technic, but certainly there is an 
extremely high incidence. 

In my experience, the colon bacillus has been by 
far the most frequently recovered organism. Usually 
it will turn out to be one that is very resistant to any 
antibiotic both in vivo and in vitro. Fortunately, a 
small percentage of those seem to die out. I do not 
think the mortality has been very much higher on that 
account. 


We had one at the Baptist Hospital recently where 
the infection rate is extremely low, who had hemoph- 
ilus influenza. It may or may not have been secondary 
to all of his taps and procedures. 


As to disturbance of balance after a minor injury, 
on one or two occasions we have seen the same thing. 
There is a child with a ventricular shunt who came 
in with frequent episodes of bloody urine in addition. 
Whether these represent mechanical and temporary 
interruption of the tube, we never found out. In 
those two cases, the episodes were always transitory. 
Frequently a single ventricular tap was done, and 
then the tube apparently opened and functioned well. 
Why it should be, I do not know, except that we have 
all seen cases of moderately severe hydrocephalus in 
which a single ventricular tap has been done and then 
the disease seems to race ahead and the hydrocephalus 
becomes rapidly much more severe, so that for myself 
I prefer not to tap a ventricle unless I am prepared 
to go ahead with the full procedure. 


As to Dr. Hart’s question about the comparison of 
the morbidity and hospitalization care in the ureteral 
as compared with the peritoneal shunts, that is a 
very good question. I cannot speak for everybody's 
experience in this respect, but from the cases that 
I have dealt with, I would think unquestionably, even 
admitting repeated hospitalization for minor intestinal 
disturbances, flu, and so on, the ureteral shunt chil- 
dren have an easier time of it, are less frequently hos- 
pitalized than the peritoneal shunts. 


If the peritoneal shunt stops working, there is 
nothing to be done except to readmit the child, re- 
open the wounds, clean out the tube or replace it, and 
that, after all, has to be a full dress operation. We 
have gotten by so well with ureteral shunts, admitted 
that they may sometimes spend a week-end in the 
hospital with a cold, that I feel very strongly that the 
ureteral shunts are less trouble in that respect. 
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THERAPEUTIC ABORTIONS* 


By Grorce S. Fuutz, JRr., M.D. 
Richmond, Virginia 


Coincidental with psychiatry’s becoming 
more advanced, accepted and respected by the 
medical profession, the psychiatrist has been 
called on increasingly for opinions as to 
whether an emotionally ill woman should or 
should not be allowed to carry a pregnancy to 
term. Married or single women become preg- 
nant perhaps during periods of emotional 
stress, or when they simply do not wish to 
have a child. Often they turn to the family 
physician, saying that unless he does some- 
thing to terminate the pregnancy, they will 
become more upset mentally, or commit sui- 
cide, or both. Some of these problems are 
handled adequately by the family physician 
but some appear a little too alarming to him, 
and they are referred to psychiatrists. The 
physician close to such a patient and close to 
her domestic, social, financial, and other 
problems, identifies himself with the patient’s 
problems and sees no way out of her predic- 
ament except the termination of pregnancy. 
More often than we like, these patients come 
to psychiatrists, having already been led to 
believe by the referring physician that an 
abortion is indicated, and that their only 
reason for coming is to make the abortion of- 
ficial. 

The psychiatrist not infrequently is con- 
fronted with a pregnancy in a psychotic pa- 
tient who perhaps has improved sufficiently 
to be making a fair adjustment in a more or 
less normal environment but still is at a stage 
where any one of a number of psychic traumas 
might induce return of her psychotic symp- 
toms. He knows, or he feels he knows, that 
now is a very precarious time for this patient 
to have conceived. He, too, may identify him- 
self rather strongly with the patient involved 
and even may go so far as to recommend a 
termination of the pregnancy, based on his 
own emotional feelings rather than on sound 
judgment. It also happens that a patient, 
who was successfully treated some few years 
previously for a severe psychotic or neurotic 
episode, and who has made a satisfactory ad- 
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justment since, may return on her own or at 
the suggestion of her husband or referring 
physician because she has become pregnant 
in the interim, and all concerned want to 
know whether or not she should be allowed 
to go ahead and have her baby or whether 
she will become mentally sick again unless the 
pregnancy is terminated. 


Not only is the family physician or other 
referring physician, as well as the psychiatrist, 
involved in the heavy responsibility of making 
decisions in such instances; but the obstetri- 
cian or the surgeon who is called upon to 
carry out the actual technic is as much or 
more responsible in the eyes of the law. Ac- 
tually, the latter is at liberty to make the 
final decision, and some will hesitate, if not 
refuse completely, to carry out the procedure 
even upon the recommendation of qualified 
psychiatrists. An obstetrician and gynecolo- 
gist! recently noted that during the past few 
years, there has been a steady progress toward 
conservatism in doing therapeutic abortions. 

“There has been a decrease in the number done in 
toxemias of pregnancy, heart disease, tuberculosis, and 
other medical diseases, but an increase in the number 
done for psychiatric reasons. Unfortunately, the mod- 
ern psychiatrist, for reasons which are complex and 
obscure, seems to request the therapeutic abortions 
with extraordinary facility and unconcern, whenever it 
appears that pregnancy might in any way worsen the 
mental illness of the patient. Nevertheless, we have 
gradually come to realize that in certain cases, the 
deleterious effects of a pregnancy on mental illness 
can represent a definite threat to the patient's life or 
a grave impairment to her future health. It seems 
likely that as this recognition becomes widespread, 
we are due for a time at least to see a further rise in 
the incidence of therapeutic abortions performed on 
psychiatric grounds.” 

Other obstetricians and surgeons prefer not 
to become involved in making the decision, 
feeling rather strongly that if the psychiatrists 
say that the patient should be aborted thera- 
peutically for mental illness, they like the in- 
ternist who recommends abortion for heart 
trouble or tuberculosis, know what they are 
doing in their own special field; and without 
expressing an opinion will go ahead and fol- 
low out the recommendations. The obstetri- 
cians most certainly wish to respect our opin- 
ion and to carry out our recommendations 
for the welfare of the patients concerned. 


However, until there is more coherence 


among ourselves with more clear-cut and 
logical reasoning, and less emotionalism of 
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our own in our decisions, our opinions will 
not be of as much value as they might be. It 
has happened often that a patient with an 
emotional upset or illness has been examined 
by two psychiatrists, expecting an abortion, 
and when this was refused and treatment 
recommended, she has gone to another psy- 
chiatrist. He not knowing that she had al- 
ready been elsewhere, and because of the dif- 
ferent school of beliefs of himself and his as- 
sociates, will recommend the abortion. Some 
psychiatrists seem to read the possibility or 
probability of impairment to the mother’s 
health into even a minor emotional dis- 
turbance, and others, even for the most ma- 
lignant psychoses, will not consider recom- 
mending a therapeutic abortion. In _prac- 
tically all states of the union, it is recognized 
by the legal profession that abortion is legally 
permissible if it is necessary to preserve the 
life of the mother. Most individuals with 
mental illnesses are at one time or another 
during the illnesses depressed, and with de- 
pression there is, of course, always suicidal 
risk. Even the hysterical person, who impul- 
sively and childishly threatens suicide from 
time to time, may actually destroy herself in 
order to save her face, not actually meaning 
to do so at all. Many individuals with what 
apparently are comparatively simple emo- 
tional states are quite inadequate to face the 
added strain placed on them by pregnancy, 
wanted or unwanted, and symptomatically 
they become worse. Therefore, it is conceiva- 
ble that even patients with the milder neu- 
roses, because of concurrent depressions ag- 
gravated by pregnancy are potentially suicidal 
and should be therapeutically aborted. It is 
not impossible legally and conscientiously to 
recommend therapeutic abortion for almost 
any woman who becomes emotionally upset 
following conception. 

When to and when not to recommend an 
abortion for psychiatric reasons has been of 
considerable concern to me. I have begun to 
think that except with unusual cases, the 
termination of pregnancy for psychiatric rea- 
sons should seldom be done. This may be 
construed as a rather extremist viewpoint. 
We too frequently stress the necessity of abor- 
tion rather than treatment of the emotional 
upset. Individuals are frequently precipitated 
into severe emotional states by situations 
other than pregnancies. We treat their emo- 
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tional illness, protecting the patient from do- 
ing harm to herself for as long as is neces- 
sary. A woman who has been precipitated 
into a severe suicidal depression by the ac- 
tions of a wayward husband, is not necessarily 
relieved of her depression by a divorce. Asa 
matter of fact, often until the depression is re- 
lieved and the patient properly organized, di- 
vorce will make her worse. With treatment, 
quite often when the patient comes out of 
her abnormal mental state, she decides against 
divorce and finds within herself a workable 
solution to her marriage. Similarly a woman 
who has become mentally upset by becoming 
pregnant may be precipitated into a more 
severe depression after an abortion, either 
therapeutic or spontaneous. For this one 
outstanding reason, before therapeutic abor- 
tion should be considered for any emotionally 
upset woman, considerable thought should 
be given to all factors involved, and whenever 
practical and feasible, the mental illness 
should be treated. Often when the patient 
comes out of her upset state, she will accept 
her pregnancy, and even appreciate the fact 
that she was not allowed to be part of a selfish 
act. The one prominent factor in influencing 
me to feel conservative about abortions, is that 
the abortion frequently does not influence the 
emotional illness for the better but for the 
worse. 


Depressions are due to guilt. Depressed 
patients, who are made more depressed by 
their pregnancies, are already guilt laden, and 
an abortion, even though it might serve as a 
temporary solution to the depression, seems 
to add much more guilt with increased de- 
pression later on. I have even gone so far as 
to wonder whether the true psychopath, who 
is incapable of having any feeling for anyone 
except herself, or the extremely narcissistic 
psychotic individual who maintains her narcis- 
sism even when not frankly psychotic, or the 
more or less completely stable individual who 
is capable of rationalizing her guilt and who 
would never think of consulting a psychiatrist 
for an abortion, are the only ones who can 
safely be aborted. 

Recognizing that only a few cases prove 
nothing, I am describing the following cases 
of abortions which increased or precipitated 
mental illness. 


Case 1.—Mrs. C., colored, age 38 years, educated 
with a B.S. degree in Home Economics and with three 
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years additional in art school, the mother of three 
normal, healthy girls, married for twelve years to a 
congenial and understanding college professor, was 
first seen in February 1950, because of many somatic 
complaints, severe depression, and some of the funda- 
mental symptoms of schizophrenia, without the acces- 
sory ones. She had been precipitated into this state 
by the birth of her last child two years previously, 
and had gradually become worse. She was treated as 
an outpatient, being seen at bi-weekly or more often 
at weekly intervals, and showed marked improvement. 
In July 1950, while she was still under treatment, her 
symptoms rather suddenly flared up and in August 
1950 it was apparent that she had become pregnant. 
Prior to the symptoms which had existed over the 
previous two years, she had given a history of exces- 
sive instability and quite a few mood swings. Due to 
this factor, the length of her present episode, and the 
quite apparent schizophrenia, it was suggested to her 
that for medical reasons, she should be aborted, and 
that due to her age and to the fact that she had a 
fairly sizeable family, sterilization should be done. 
She herself never suggested an abortion but she openly 
felt inadequate to go through with another pregnancy 
and also to care for and rear another child. She wel- 
comed the procedure and a sincere attempt was made 
to relieve her of any guilt that might crop up later 
because of the abortion itself. She was aborted and 
sterilized in August 1950. For five months without 
treatment she felt much improved. When seen again 
in April 1951, eight months later, she had become 
much more mentally upset than ever, being quite 
frankly suicidal, and expressing an overwhelming 
guilt about the abortion and wishing for a fourth 
child. She condemned herself for its death, leading 
to her very marked death wishes. Hospitalization with 
subshock insulin therapy, followed by electroconvul- 
sive therapy, produced only temporary improvement. 
In February 1952, a transorbital lobotomy was per- 
formed by Dr. Walter Freeman and, although she has 
received no psychiatric treatment since, her referring 
physician says she has done remarkably well in her 
own home, even better in her husband’s eyes than 
she had done since marriage. 


Case 2.—Mrs. E., age 34 years, white, a high school 
graduate, was the mother of four children. One child 
was emotionally disturbed enough to require psy- 
chiatric treatment. The mother had been married 
for thirteen years to an industrious and understand- 
ing farmer with whom she was not in love on mar- 
riage. She was first seen in August 1949 because 
of intense chronic fear and anxiety, numerous somatic 
complaints and severe depression with intense suicidal 
thoughts. Her guilt centered around phantasies con- 
cerning a lover before marriage, necessitating punish- 
ment for herself because of a good husband, and also 
for her inadequacies in caring for her children. Hos- 
pitalization and electroshock therapy were necessary. 
Marked improvement was shown and maintained, she 
being seen regularly as an outpatient. While she 
was still under treatment, in October 1950, preg- 
nancy developed. She wanted the baby but was 
quite apprehensive about her ability to carry it and to 
care for another child. She was advised to be aborted 
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and sterilized, after several interviews preparing her 
for this, and she seemed partially to accept the need. 
She was aborted and sterilized in October 1950. She 
Was not seen again until March 1951, at which time 
she was acutely depressed with marked guilt centering 
around her abortion. She was followed rather in- 
tensively with outpatient psychotherapy for six 
months until September 1951, at which time her guilt 
was far from being resolved but she was able to carry 
on, if not to her own satisfaction, to the partial satis- 
faction of. others in her home environment. 


Even spontaneous abortion, or wishes for 
abortions, frequently aggravate guilt and 
throw some unstable individuals into tail- 
spins. One of the most frequent things we 
see almost from day to day is the overpro- 
tected person, either as a child or as a severely 
neurotic adult, who has been catered to and 
not allowed to stand on his own two feet, 
simply because his mother did not wish for 
him at the time of conception, either wishing 
for or attempting an abortion, and due to her 
own guilt as a direct result therefrom, made 
him as he is. 


Case 3.—Mrs. E., age 24 years, white, seventh grade 
completed, the mother of two children, and married 
five years to an unsettled but faithful draftsman, was 
first seen in July 1953 because of an acute depression 
with suicidal intent. On becoming pregnant the 
second time, the patient wished tor an abortion and 
attempted one with self-medication. After the birth 
of this child, she had become chronically depressed 
with considerable guilt centering around this attempt. 
Just before she was seen, when her youngest child 
was seventeen months of age, her last menstrual pe- 
riod had been several days late. She thought she was 
pregnant and again wished so for an abortion that 
when she began menstruating, she believed that she 
had aborted herself. Her guilt because of this sup- 
posed abortion was more than she could tolerate, 
with the resulting depression. She, of course, was a 
very unstable individual to begin with, giving a his- 
tory of many mood swings, inadequacies, and diffi- 
culties in adjusting in various ways. Hospitalization 
and electro-convulsive therapy were necessary to bring 
her out of her depression. 


Case 4.—Mrs. H., age 55 years, white, high school 
graduate, the mother of two married children, and 
married thirty-five years to a very considerate and con- 
genial factory supervisor, when first seen in May 1953, 
had a very obvious depression which was covered to 
some extent by somatic complaints. For some reason 
she centered her complaints on her eyes. She was 
quite unusual in that she had a different pair of 
glasses for almost everything, having a total of sixteen 
pairs, all with the same corrective error. She found 
it quite difficult to decide which pair to wear at any 
given time. She gave a history of having been hos- 
pitalized because of a similar depressive episode four 
years previously. It was found that she had originally 
had a depressive episode, not requiring psychiatric 
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treatment, at the age of forty-three years. She had 
become pregnant at that time, was fearful of having 
a child, wished that she were not pregnant, but did 
nothing to produce an abortion. She spontaneously 
aborted and developed guilt because of her feeling 
that she was responsible for the abortion. Her second 
depression was in direct relationship to the pregnancy 
of her daughter, and the third depression, the epi- 
sode for which we saw her, was in relationship to the 
pregnancy of her daughter-in-law. Apparently preg- 
nancies in persons close to her stirred up her unre- 
solved guilt. The second depression abated somewhat 
with the delivery of her daughter’s baby, but the de- 
pression for which we treated her appeared much 
more severe and required electro-convulsive therapy. 


The feelings expressed above certainly are 
by no means the final answers to this rather 
troublesome problem. The problem of in- 
heritance in mental illnesses must be con- 
sidered. There are those of us who believe, 
particularly since we saw mental illnesses in 
World War II and in the Korean War, that 
possibly everyone is prone to develop a mental 
illness, the type depending to a large extent 
on factors inherited and the ability to de- 
velop the mental illness depending on child- 
hood environmental factors and experiences, 
plus certain psychic emotional stresses and 
strains occurring later in life. In other words, 
a schizophrenic is not necessarily born a 
schizophrenic, but he is born with the pos- 
sibility of developing this illness in an en- 
vironment unsatisfactory to his personality. 
A child, born of a schizophrenic mother, who 
is chronically sick, quite naturally would have 
much more of a chance of becoming frankly 
psychotic than would a child born with the 
possibility of developing this illness, reared 
by a normally functioning set of parents. Cer- 
tainly there are mothers who, because of the 
probability that they will rear a psychotic 
child, should never conceive. Perhaps the 
laws of the different states should be changed 
to bring this into consideration. However, 
some of us might then go overboard and at- 
tempt to follow in the footsteps of Hitler, 
hoping to produce a super race, totally de- 
feating our purpose. 

This is a problem that we are confronted 
with frequently, for which there are no set 
rules. Opinions vary rather heavily among 
psychiatrists, from one extreme to another, 
each extreme being legitimate. Therapeutic 
abortions are by no means always the answer 
to emotional illnesses and probably more 
often than we are aware, leave unresolved 
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conflicts with guilt and added depression. 
Unquestionably there are some women who 
should be aborted for their psychiatric ill- 
nesses, but treatment of the illnesses, when- 
ever possible, is much more to be desired than 
abortion. 

Exactly where the final answer lies is not 
known. Our trend has been to hospitalize 
such patients for one to two weeks, studying 
them as thoroughly and completely as _pos- 
sible, and recommending only after a com- 
plete study. Other clinics are more thorough 
than this in that the patients are hos- 
pitalized for a period of time, studied, and 
then their cases are brought before a board 
consisting of psychiatrists as well as obste- 
tricians. The latter would certainly appear 
more desirable and should permit all of us 
to come to better conclusions for the welfare 
of the patients. 
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THE EMOTIONALLY HANDICAPPED 
IN INDUSTRY* 


By JouHn R. Winston, M.D.t 
Temple, Texas 


The mind and soul of man were the chief 
concern of the early philosophers. Their de- 
sire to ease his mental and spiritual load in- 
spired them to seek the elusive formula of 
happiness and peace of mind.! 


The emotionally handicapped person is in 
conflict with his environment, with other 
people, and with himself. Because of this he 
cannot properly evaluate facts. Thus, he is 
unable to cope with the pressures and prob- 
lems of daily living. His subconscious mind 
attempts to absolve these conflicts, and the 
world of fact is displaced by the world of fan- 
tasy, resulting in what is interpreted clin- 
ically as being a neurosis. 

It has been shown by Fulton? from carefully 
recorded visits to industrial medical depart- 
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ments that 80 to 85 per cent of such visits 
were limited to about 30 per cent of the 
working force. Further, it was shown that 
the majority of the complaints from this 
minority group are based on emotional, neu- 
rotic, psychosomatic, or psychiatric problems. 


In the 30 per cent group above referred to 
and identified by medical record analysis and 
in another group with questionable psy- 
chiatric problems identified by certain nota- 
tions by the pre-employment examiner, the 
majority of which are in the 30 per cent 
group, those observers sifted out an area of 
their employee population that contains the 
potential for creating the majority of acute 
and chronic human relation problems. They 
have shown that the majority of all human 
relation problems arise in this same 30 per 
cent group. It is in this group that they found 
the preponderance of radicals, indigents, neu- 
rotics, and otherwise below par persons. 

It has been pointed out that many cases of 
mild psychosis go unrecognized.’ Undoubted- 
ly, members of this group often are found oc- 
cupying various positions in the field of in- 
dustry. However, in a series of employees 
referred for psychiatric survey,* only 3 per 
cent were in need of advanced psychiatric as- 
sistance; the psychiatrically oriented indus- 
trial physician could have capably handled 
the remaining. Further, it was thought that 
three-fourths of this remaining group could 
have been adequately cared for by a coun- 
selor, with the proper personality and train- 
ing. 

Sutherland® has written, ““Bottlenecks in 
business and industry were for many years 
technological. Advances in tool construction 
and plant layout are still to be made, but 
management is now turning its attention to a 
more serious slow-down factor, the variability 
of human behavior.”” We therefore agree with 
Fulton when he concludes that the human 
factor, not the physical nor the health factor, 
plays the more important role as the under- 
lying cause of most accidents, complaints, de- 
gree of efficiency, and general personnel 
problems.? ¢ 

According to the National Safety Council’s 
figures, 90 per cent of all accidents are due to 
human insufficiencies. They further say that 98 
per cent of all industrial accidents are prevent- 
able. The human factors responsible for these 
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accidents have become the subject of increased 
interest in recent years. Concentrated efforts 
to understand the mental and emotional pat- 
tern of the accident-prone person have been 
made. Wolff? has reported that 15 per cent 
of the employees caused 50 per cent of all in- 
juries in his series; and in the series of ac- 
cident-prone individuals surveyed, 64 per cent 
showed definite evidence of unstable person- 
alities. There were several well distinguished 
groups united under the heading of insta- 
bility. By far the largest group was composed 
of those who practically never grew beyond 
school age emotionally. They showed little 
sense of responsibility to the company, to so- 
ciety as a whole, or to anyone else. 


Emotional patterns are reflected in off-duty 
conduct also. In a series of automobile acci- 
dents reported® it was found that if the driver’s 
personal life was marked by caution, toler- 
ance, foresight, and consideration, he would 
drive in the same manner. It was concluded 
that if his personal life was deprived of these 
desirable characteristics, then his driving 
would be characterized by aggressiveness and 
that over a long period of time he would have 
a higher accident rate than his more stable 
companion. 

In a study of 1,600 fracture patients, Dun- 
bar found that 80 per cent were accident 
prone. It was found in evidence in Dunbar’s 
series that unless a mechanical factor in the 
accident is demonstrated conclusively, per- 
sons who have one major accident are ap- 
parently those most likely to have another 
major accident, and persons who have a his- 
tory of a good many minor accidents are those 
most likely to have a major one. 


Alcoholism to a great extent may be con- 
sidered to be a non-occupational disability, al- 
though certain industries and occupations ap- 
pear to be conducive to the development of 
alcoholism.® It has been estimated that an 
average of 22 working days per year are lost 
because of excessive drinking by the average 
alcoholic.1° Further, it has been shown" that 
alcoholics have twice as many industrial in- 
juries as do non-alcoholics. The problem of 
alcoholism is of further interest to industry 
because it has been shown that the life span 
of the chronic alcoholic is about 12 years less 
than that of his non-alcoholic brother.!° 


It has often been observed that physical 
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factors alone cannot explain why convales- 
cence after an illness or operation is long in 
some cases and short in others. In many of 
these persons a state of semi-invalidism is 
maintained indefinitely; whereas, the neigh- 
bor, with clinically the same problem, soon 
returns to a productive livelihood. Weiss 
and English'!? say that we have only to re- 
member that all human beings have an un- 
conscious urge to return to the state of early 
childhood in which they had no responsibili- 
ties and were well cared for. In situations 
such as those just described, the emotional 
interest of the patient is withdrawn from the 
outside world and centered upon himself. 
The patient may unconsciously use his illness, 
injury, or operation as a means of gratifying 
a need for dependence and inactivity, or if he 
does make an inadequate effort to carry on, 
he will blame that certain infirmity for every- 
thing that happens to him. A very important 
consideration in the mind of every physician 
and nurse should be that it is part of their 
duty to combat the self-absorption which to 
some extent occurs in every patient. 


How is industry to offset the complications 
brought about by the emotionally handi- 
capped individual in its organization? Per- 
haps the first approach to the problem would 
be a more careful selection of the right em- 
ployee for the right job. As has been aptly 
said by Wolff,” 

“In the past, we have concentrated our attention on 
the physical status of the applicant for hire. The 
history we take concerns his previous physical condi- 
tion, rarely his mental or emotional past. A good in- 
terviewer in the employment office with years of ex- 
perience probably screens out the most obvious cases 
of instability, but his efforts are limited. Much has 
been written about psychological testing of employees 
at the time they apply for a job and many tests have 
been developed in recent years. Most are too compli- 
cated for use in large industrial plants; however, a 
short simple test that every literate worker can take 
should be developed and made part of the hiring pro- 
cedure.” 

Such testing would benefit not only the 
employer, but would also be to the advantage 
of the employee whose health and future 
would be better safeguarded. 

After such an emotionally handicapped per- 
son has become established in his respective in- 
dustry, it would frequently be to the advan- 
tage of both parties if his talents could be di- 
rected into channels which would more ap- 
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propriately fit his capabilities and desires. 
All too often such an arrangement is not 
within the prerogative of either the employer 
or the employee because of craft barriers 
within the particular segment of that indus- 
try. 

It is to be emphasized that none of us is en- 
tirely free of neurotic traits; in fact, it must 
never be forgotten that certain neurotic pa- 
tients are the best possible employees. Some 
of the compulsive patients, the perfectionists 
and the neurotically loyal make ideal em- 
ployees. 

We as physicians are in a unique position 
to further the production of good human re- 
lations in our respective industries. The gain- 
ing of the confidence of the personnel that go 
to make up an industry must begin with the 
individual. Our desire to help others and the 
lending of a sympathetic hand to those in 
need offers us the opportunity to gain this in- 
dividual’s confidence. Himler* must have had 
our problem in mind when he wrote, 

“The time has come when psychiatrists, psycholo- 
gists, and psychiatrically trained physicians can no 
longer remain aloof from social conflicts in the field 
of labor relations whose outcome depends to such an 
alarming degree on emotional rather than factual is- 
sues. Specialists in human relations must make avail- 
able to industry their ability to analyze and alleviate 
the psychological factors which promote work stop- 
pages and strikes. A strike represents failure of a 
solution of conflict, and has a status very much like 
the regressive symptoms which appear as a manifesta- 
tion of a psychoneurotic reaction in an individual.” 

The emotionally handicapped constitute 
one of the greatest problems that the indus- 
trial medical representative is called upon to 
handle. These handicapped individuals are 
not confined to any one segment of the indus- 
trial population, but are found in all ranks of 
the industrial organization. A few of this 
group require special psychiatric investiga- 
tion. All of them require special understand- 
ing by management, organized labor and the 
industrial physician. 
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DISCUSSION (Abstract) 


Dr. C. U. Dernehl, Texas City, Tex.—It is usually 
said that there is no satisfactory testing method which 
can be used for industry. 


If we are dealing with the problem from a detailed 
aspect, that is correct. We ourselves became very much 
concerned about the problem of the emotionally 
handicapped during the war years because we were 
expanding at a tremendous rate, and we have con- 
tinued to expand at a tremendous rate in a very 
tight labor market. We became concerned more 
and more about the hiring of people who were emo- 
tionally unstable. So, we consulted with the Psycho- 
logical Corporation and had them send down several 
men who set up a program for us. 


Essentially, this program consists of a testing pro- 
cedure in which we make a rapid scanning evaluation 
of the man’s intelligence. Secondly, we administer to 
him a test which gives us an idea of his attitudes 
toward certain vital factors in life, political, social, re- 
ligious. And finally we give him a test in which we 
make a rough personality evaluation: is this man hon- 
est or is he dishonest? Is he highly moral, or does he 
tend to be immoral? Is he liberal or is he very prej- 
udiced? The data are drawn on a graph-like form 
after the whole test is graded, so that we get 
something of an over-all picture of this individual. 


This testing program takes about an hour, and it 
is a part of the pre-employment procedure. All of this 
information is filed at the time the man makes his ap- 
plication for a job. Subsequently, when a job be- 
comes available, let’s say a pipefitter, the Employment 
Division will survey these applications and select four 
men who they believe are stable individuals from these 
tests, and who are going to make reasonably good 
employees. 


The applicants are interviewed by somebody from 
the Maintenance Department who, incidentally, was 
trained by the Psychological Corporation in interview- 
ing technics. The applicant and the interviewer sit 
down and spend about an hour or an hour and a half 
just talking. The interviewer has been trained to have 
the man talk while the interviewer listens; more or 
less draws him out just by an occasional remark which 
starts him off and gets him talking again. 

The tests used in this program have been validated 
by testing our own employees. We have administered 
the test to several hundred in each of our various 
Categories so that we could say from our experience 
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that a good employee falls within a certain range in 
this testing program. 


You might ask, “Well, has it worked?” I can only 
tell you that in surveying my own medical records, 
not in detail, unfortunately, that is yet to come, but 
in constant day to day survey, out of the last 250 em- 
ployees that we have employed and who have fallen 
within this testing program, we have had only one 
or two who have ended as definite emotional problems 
and who have given us a great deal of difficulty. 


We have not rejected employees because of these 
tests. We always have many more applicants than we 
have jobs available. We have simply selected from the 
applicants those persons who our testing program has 
indicated are going to make the best employees for us 
under our particular operating conditions. 


I think it has worked, and I think it is something 
which is going to be used more and more by industry, 
and industry is bound to benefit by it. 


A certain number of persons who are turned down 
for one particular job may readily be fitted into some 
other category, so that we do not feel, in the long 
run, that we are keeping men from employment. 


We are using this procedure in placement and it is 
working very well. 


Dr. Howard R. Masters, Richmond, Va—I am a 
psychiatrist looking at industry and its problems. I 
have done some examining for several industries, 
screening at the level of employment. 


These firms have found that we are enabling them 
to employ more efficient men, and that their replace- 
ment of these men or their liability for what may hap- 
pen later on has been greatly reduced. 


It has been said that you do not accomplish much 
by screening with psychological tests. 1 think that one 
of the errors that has been made in the past is that the 
psychological tests have not been tailored for the par- 
ticular job. The same job in two industries may vary 
because the working conditions or the set-up of the 
industry may be different. Therefore each industry 
should get the advice of a psychiatrist and a psychol- 
ogist in setting up a screening program and a job- 
fitness test. 


In this way, as Dr. Dernehl has already told you, you 
may eliminate a number of persons for particular 
jobs but not necessarily fail to employ them. A man 
may fit in one place, whereas another job might bring 
out an underlying neurosis, or aggravate an existing 
neurosis. 


Recently I examined a patient who had been 
working for about 18 years in the office for an 
industry, and I found he was of very superior intel- 
ligence, almost on the borderline of genius; that he 
had professional qualifications. He had the qualifica- 
tions of a supervisor or a management man, but in his 
field of clerical or accounting work he registered zero 
on one and one on the other, out of a possible 10 
points. 

He had missed, I think, some 45 days last year from 
work, and about 25 half days because of his neurosis. 
And also there was some conflict between him and 
his supervisor which aggravated the situation. 
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I think another factor we must look at in the de- 
velopment or in the aggravation of a neurosis is 
whether the attitude of the supervisor is appropriate. 

Sometimes we have in an office a supervisor who is 
rather hostile, either hostile to men or hostile to 
women, and who becomes very rigid with the em- 
ployee, who has a tendency to be nervous or anxious. 
If this man works under tension, tension will be in- 
creased, and he will be less productive and _ less 
efficient. 

Therefore it would pay industry once in a while 
to stay in the office and scan the officers and the 
supervisors and see whether they are graded up to a 
standard that will produce the most efficient work. 


OCCUPATIONAL CANCER: FACT 
AND FANCY* 


By Rosert E. Ecxarot, M.D., Px.D.* 
Linden, New Jersey 


In medical circles cancer has become a very 
popular subject, due undoubtedly to the fact 
that cancer today is the number two killer, 
second only to cardiovascular disease. In the 
past, whenever a particular disease has as- 
cended high among the list of killers, the med- 
ical profession has rolled up its sleeves and 
gone to work in an attempt to conquer the 
disease. Its success in this regard has been so 
phenomenal in the past that there is no reason 
to believe its concentrated efforts on cancer 
will not ultimately meet with the same suc- 
cess, even though at times the progress must 
seem slow to all of us. 

The first approach of the medical profession 
to a basic understanding of any disease is to 
attempt to develop knowledge on the causes 
of the disease. It is extremely interesting to 
read historical novels such as Waltari’s ‘““The 
Egyptian” and see what the approach of the 
physician was in the days before he under- 
stood the causes of disease. Then, bleeding, 
burr holes through the skull, and other non- 
specific therapies were applied even though 
the physician felt that he might be doing his 
patient more harm than good. However, with 
the extent of the knowledge available to him, 
he was doing the best he could. As knowl- 
edge of the cause of different diseases has de- 
veloped, our therapy has become more spe- 


*Read in Section on Industrial Medicine and Surgery, South- 
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cific and, possibly more important, methods 
of prevention have developed. The importance 
of occupational cancer to the medical pro- 
fession today lies not in its prevalence, but 
rather in the fact that its study may lead us 
to an understanding of some of the causes of 
cancer, and hence, therefore, some day may 
contribute in some small part to the solution 
of this most vexing medical problem. I am 
sure that most of us feel, today, that we are 
about at the same stage in our understanding 
of cancer as the physician was in his under- 
standing of pneumonia or other infectious 
diseases before the germ theory of disease was 
developed. Occupational cancer has one other 
importance to the physician, and this is that 
it is the only truly preventable cancer known 
today. If time permits I shall hope to develop 
for you later the methods of prevention which 
are available. 


What interests me most about occupational 
cancer is that our first understanding of the 
disease arose as the result of the work of a 
physician many, many years ago. It was in 
1771 that Sir Percival Pott first described can- 
cer of the scrotum in chimney sweeps, and at- 
tributed these cancers to the soot to which 
these boys were exposed. Fifty years later sim- 
ilar cancers were reported in copper and tin 
smelters. Another 50 years elapsed before oth- 
er occupational cancers were reported. During 
the next 50 years, many new occupational can- 
cers were reported, but it is interesting to note 
that for the last 15 years, only one new occu- 
pational cancer has been reported, all others 
falling into types or classes that had already 
been described. 


Thus for about 150 years occupational can- 
cer was strictly a clinical phenomenon, de- 
scribed, reported, and treated by physicians. 
In 1915, however, two Japanese workers re- 
ported the production of tumors in experi- 
mental animals by the long-continued paint- 
ing of coal tar. This observation provided the 
laboratory tool with which the study of occu- 
pational cancer could be advanced. Many 
workers felt that this tool would open the 
way to the solution of the cancer problem, 
that the causative agents of all cancer would 
be quickly discovered and methods of pre- 
vention and treatment would be developed 
which would all but wipe out cancer. This 
flight of fancy, however, has not yet ma- 
terialized. 
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Nonetheless, im- 
portant contribu- 
tions did result 
from the collabo- 
rative efforts of 
the chemist and 
biologist. One of 
the first things 
demonstrated was 
that coal tar con- 


tained benzpyrene 
(Fig. 1). It was ev- 3,4-BENZPYRENE 
ident by the work Fic. 1 


of the biologist 
that this compound was highly carcinogenic 
to the skin of the mouse, for when the pure 
compound in solution in benzene was painted 
repeatedly on the skin of the mouse, this ani- 
mal rapidly developed tumors, many of which 
became cancers. Benzene itself was without 
effect. In extending their work, the chemists 
soon produced other agents which biologists 
showed would produce skin cancer in the 
mouse. A few of these are shown in Figure 2. 
The interesting thing to note about all 
these compounds is that they all contain four 
or more benzene rings. The or- 
ganic chemist might criticize me 
for calling them benzene rings and 
prefer that I call them condensed 
aromatic rings. I have no argu- 
ment with this criticism, but have 
referred to these structures as ben- 
zene rings only for simplicity of 
understanding. 
At this stage, it appeared in the 


fanciful imagination of some that 1,2,5,6-DIBENZAN- 20-METHYL- 
even if the solution of the total THRACENE 


cancer problem were not forth- 
coming immediately from the 
work of the chemist and biologist, 
at least the laboratory would pre- 
sent the key to the solution of the 
occupational cancer problem. All 
that had to be done was to take a 
material which was suspected as a 
cause of occupational cancer, iso- 
late the chemical carcinogen, and 
develop means of removing it 
from the material, thereby render- 
ing it non-carcinogenic. 

Then several discoveries were 


made by the laboratory workers |,2-BENZANTHRACENE 


which have considerably compli- 
cated this simplified picture. For 
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instance, in further work on coal tar by Beren- 
blum and Schoental,! it was demonstrated that 
this material contained at least two additional 
materials very closely related chemically to 
benzpyrene. One of them was very active in 
producing tumors on the rabbit skin, but 
practically inactive on the mouse skin. Benz- 
pyrene itself had been found to be very active 
on the mouse skin but practically inactive on 
the rabbit skin, whereas the third compound 
was very active on both the rabbit and the 
mouse skin. This work immediately raised 
the question of which of these three com- 
pounds was the effective agent on human skin. 
Was it the benzpyrene that caused cancer in 
coal tar workers, or was it one of these other 
two compounds? The answer to this question 
has still not been obtained. 

Further work in the laboratory had dem- 
onstrated that 1, 2-benzanthracene has very 
little if any carcinogenicity to the mouse skin, 
but its 9, 10-dimethyl derivative is one of the 
most potent carcinogens known for the mouse 
skin (Fig. 3). 

A look at the structural formula of these 
two compounds shows that they are quite 


CH3 


9,10-DIMETHYL-1,2- 
CHOLANTHRENE BENZANTHRACENE 


9,10-DIMETHYL-1,2- 
BENZANTHRACENE 


Fic. 3 
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similar chemically, yet apparently 
have very marked differences in 
their biological action. Similarly, 
although 3, 4-benzpyrene is a pow- 
erful carcinogen for the mouse 
skin, its 8-hydroxy derivative is 
non-carcinogenic? (Fig. 4). 

These observations may not seem 
too important to a discussion of 
occupational cancer, yet it has been 
claimed® that weak carcinogens 
will inhibit the activity of strong 
carcinogens, so that a simple study 
of the chemical composition of an 
industrial mixture may not give the answer 
as to whether or not the mixture is carcino- 
genic for humans. 


This point is further emphasized by the 
work of Berenblum and Shubik.* These work- 
ers showed that painting once with a carcino- 
gen such as benzpyrene, resulted in only a 
few tumors, if any, appearing in mice. How- 
ever, if, following that single painting with a 
carcinogen, the mice are painted repeatedly 
with a solution of croton oil, many tumors 
will result, even though repeated painting 
with croton oil without the initial painting 
with benzpyrene causes no tumors. This phe- 
nomenon is known as cocarcinogenesis. In 
this case the benzpyrene is said to be the car- 
cinogen or initiating agent, and the croton oil 
is called a cocarcinogen or promoting agent. 
These authors believe that most carcinogens 
act both as initiators and promoters, but that 
some promoting agents are devoid of initiating 
activity. Furthermore, Shubik® has shown 
that a promoter may be specific for a given 
animal species. Thus croton oil is an effec- 
tive promoter in the mouse, but ineffective 
in rabbits, whereas wound healing is an ef- 
fective promoter in rabbits, but non-effective 
in mice. One pressing question of occupa- 
tional cancer which has received no consid- 
eration to date is the relative importance of 
initiators and promoters in human and thus 
occupational cancers. 


Still more important to this question, per- 
haps, is the answer to the question, “Which 
species of animal in which we have demon- 
strated carcinogenicity is most significant in 
terms of human cancer production?” Thus it 
has been found that materials which produce 
many tumors and cancers on the skin of mice, 
may produce only benign papillomas on rab- 


3,4-BENZPYRENE 
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OH 


8-HYDROXY-3,4-BENZPYRENE 


Fic. 4 


bit skin, and no tumors whatsoever on rat or 
guinea pig skin.6 Conversely, 25 per cent 
glucose,’ cellophane® or sulfonamides® have 
been reported to produce sarcomas when 
injected subcutaneously into the rat. Are we 
to assume, as some laboratory workers would 
have us believe, that these last three materials 
are carcinogens for man and will create occu- 
pational cancer hazards? 


Other factors which may have a profound 
influence on the laboratory production of can- 
cers are the solvent which is used,'?! the 
health and nutrition’? of the test animals, 
whether or not the chemical can form a 
strongly bound complex with the protein of 
the organ involved,!* and possibly the pres- 
ence or absence of viruses, since it has been 
shown that some tumors are caused by vi- 
ruses.1* 


If you are confused and disappointed now 
because I have created more questions in your 
minds than I have answered, it was my in- 
tention to do so. I have closely followed the 
laboratory work on carcinogenesis for many 
years, in the hope that I might find practical 
clues to the solution of occupational cancer. 
So far that has not occurred, and I, myself, 
am more confused today than when I first en- 
tered this field. I do not mean to imply that 
the laboratory observations reported above 
are not important or significant, because I 
think each of them is extremely interesting 
and its importance may be evident to us only 
in retrospect. I only wish to point out that 
a careful review of all the laboratory work 
may not make our problem as clear or as sim- 
ple as a fanciful interpretation of one single 
observation. 


Are we, therefore, to be discouraged about 
occupational cancer, and assume the attitude 
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that there is nothing we can do about it? 
Here I am much more hopeful and optimistic. 
A quick look at some figures shows us that 
the incidence of cancer today is of the order 
of 200 to 250 cases per hundred thousand per 
year. This means that the general practitioner 
with an average of 3,000 patients might expect 
to see from six to eight cancers a year. Some 
may see more and some may see less, but this 
is the average. It has also been estimated! 
that less than | per cent of all cancers are 
occupational in origin. This means that the 
average general practitioner, even using a 
generous estimate that | per cent of all can- 
cers are occupational in origin, is likely to see 
a case of occupational cancer only once every 
10 to 20 years, and most of them will never see 
a case in a lifetime of practice. Therefore, 
if you have not yet seen a case, do not feel 
that you are being remiss in your diagnostic 
acuity. I am sure that occupational cancer is 
rarer than disseminated lupus erythematosis. 

“But,” some of you may ask, “if a case of dissemi- 
nated lupus walked into my office, I could diagnose 
it. What are the clinical or morphological features 
that will permit me to distinguish occupational from 
non-occupational cancer? How will I know that the 
occupational cancer case that walks into my office is 
occupational in origin?” 

The answer to your questions are, quite 
simply, that today you cannot distinguish an 
occupational cancer from any other cancer, by 
any clinical or morphological features. There 
are certain exceptions to this statement. A 
cancer of the scrotum should be assumed occu- 
pational in origin until proven otherwise. If it 
is a skin cancer and other skin changes, such 
as pigmentation and generalized atrophy of 
the skin, accompanied by multiple warts and 
keratoses are present, then some external 
agent may be suspected. Remember, however, 
that these changes can be brought about by 
sunlight as well as exposures to industrial 
agents. Finally if the cancer is very circum- 
scribed to a limited area of contact, such as 
lip cancers in pipe smokers, then, again, ex- 
ternal agents should be suspected. 


Once you begin to suspect the presence of 
external agents, and the external agents are 
suspected in the occupation, then it will be 
necessary to develop an occupational history. 
The first question to ask a patient from whom 
you are developing an occupational history is 
“What do you do at your work?” If the pa- 
tient says, “I am a pipefitter, or a carpenter, 
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or a machinist,” then you must remind him 
that you did not ask him what he is, but 
rather what his work consists of, what he does. 
The importance of making this distinction 
is that in different plants the same work 
procedures may be called by entirely different 
names, and simply knowing what the man’s 
job title is, may be of little help in under- 
standing what he does. Next you should ask, 
“How long have you been doing this work?” 
Evidence developed from occupational cancer 
studies clearly indicate that only in occasional 
cases do occupational cancers develop in less 
than 10 years, and very exceptionally in less 
than five years. The next question on the 
list is: 

“What materials do you handle in your work? Do 
you actually have contact with them, and if so how 
often do you handle each material, how long does it 
remain in contact, and how many days consecutively 
do you have this contact?” 

These questions are necessary because if he 
handles a material for 12 days consecutively 
once a year, it may be quite different in terms 
of significance from a contact one day a month 
for a total of 12 days a year, and it is certainly 
different if he handles it every working day 
of the year. 


Next should come questions about personal 
hygiene. Do you wear any protective clothing? 
Do you take a shower at the conclusion of 
your work? If something spills on you, do you 
wash it off? How often do you have your work 
clothes cleaned? Do you ever wear a mask or 
respirator? Finally, and probably least sig- 
nificant in this series of questions are: “What 
company do you work for, in what depart- 
ment do you work, and what is your job title?” 
These questions are probably of importance 
only if the preceding questions have continued 
to confirm the suspicion of an occupational 
factor in the etiology of the cancer. The cau- 
tion I am making in this discussion of occu- 
pational history taking is that where a man 
works and what his job title is, are far less 
important than a careful description of just 
what he does. This is true not only of occu- 
pational cancer, but also of all occupational 
disease. 

In the final analysis, the determination of 
whether a patient’s cancer is occupational in 
origin will depend not on a clinical study but 
on a careful epidemiologic study. Unless it 
can be demonstrated that there is a statistically 
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significant increase in the incidence of a par- 
ticular type of cancer among other men per- 
forming the same work as your patient there 
is no foolproof way of establishing any single 
cancer case as occupational in origin. This 
was most succinctly stated in 1947 by Dr. Fred 
W. Stewart'® of Memorial Hospital when he 
said: 

“It is probable that with the development of chem- 
ical industry we will see new chemical cancers and 
medicine must be on the watch for such developments. 
But it must refrain from hastily ascribing to industry 
those tumors whose incidence falls well within the 
expectation for the population as a whole and from 
making premature conclusions based on lack of ap- 
preciation of statistical methods.” 

For this reason we as physicians must be 
careful not to report single case histories of 
occupational cancer because statistically a 
single case can never be supported. Unless 
you are prepared and have the time to devote 
to a careful epidemiologic study, you had bet- 
ter turn your suspected case of occupational 
cancer over to individuals or groups who can 
do so. 


When it has been clearly established by 
epidemiological means that an occupational 
cancer hazard does exist, then the fruits of true 
preventive work can genuinely be obtained, 
since the institution of the proper precaution- 
ary measures can eliminate the problem. The 
two principal goals in a precautionary pro- 
gram will be: 

(1) The reduction or elimination of con- 
tact of carcinogen with worker by redesign 
of equipment if possible, by substitution of 
non-carcinogenic for carcinogenic materials 
where possible, by use of protective clothing 
or equipment, by education of employees in 
personal hygiene while on the job. 

(2) The prompt detection of cancer through 
periodic medical examination so that treat- 
ment can be begun in its early, curable stages. 

I have tried briefly today to outline for you 
certain facts about occupational cancer, and 
the laboratory work that grew out of a study 
of this disease. I have also tried to point out 
that fancy can magnify the open places in our 
factual knowledge until it would appear that 
anything may slip through and fall into the 
classification of occupational cancer. If we 


keep our right perspective, however, and ex- 
amine the weave of our facts, we are impressed 
with the observations that occupational can- 
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cer is an extremely rare disease, so rare that 
most practicing physicians are unlikely ever 
to see a case, that occupational cancer must 
be diagnosed by the statistical, epidemiologic 
approach rather than the clinical approach, 
and that occupational cancer is probably the 
only truly preventable cancer known to man 
today. As clinicians, therefore, our principal 
interest in this disease lies in this last ob- 
servation. 
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DISCUSSION (Abstract) 


Dr. Richard M. Adams, Shreveport, La—I should 
like to raise a point on this prevention question. I 
think we are all aware that there are certain skin 
types that are more susceptible to skin cancers than 
other types, and I was just wondering if prevention 
would not be more economical by screening these em- 
ployees, screening out the ones that are going to be 
more susceptible to these things than letting them 
go in. 

Dr. Eckardt (closing)—Some persons have skins 
which are more susceptible to the development of ma- 
lignancies, and it has been asked whether it would be 
wise to screen these out of employment in which there 
is a potentiality of a carcinogen’s being present. 
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We do know that some persons are more susceptible 
to cancer than others, but it is difficult to know just 
who they are. One person says the blue-eyed blond is 
the most susceptible to skin cancer; but others say 
that the brown-eyed person is more susceptible, and 
do not say anything about the hair color. 


I think where precancerous changes have already 
occurred in the skin as in what we call the farmer’s 
skin, then that individual probably should be screened 
out of employment, near a possible carcinogen, and 
we try to do that in our plants. However, we run into 
problems with the labor union and seniority rights, 
as we do in other situations where medical depart- 
ments attempt to control work for medical reasons. 

Dr. Adams —I have had little experience with can- 
cer. I have had quite a bit of experience with so- 
called sour crude in dermatosis, and my experience has 
been that persons with oily skin are not so susceptible 
as those with dry skin, regardless of color. 

Dr. Eckardt——That is probably true. The oil per- 
haps provides a certain amount of protection, and also 
the persons with naturally oily skin probably have 
better personal hygiene as a rule. 


ECZEMA OF THE HANDS IN 
HOUSEWIVES* 


By Martin F. ENGMAN, Jr., M.D. 
St. Louis, Missouri 


The largest industry in the world is house- 
wifery, so housewives’ eczema of the hands is 
the most prevalent industrial skin disease. 
Even though only a tiny fraction of a per cent 
of housewives ever develop eczema, the num- 
ber of cases is still enormous. Not many 
dermatological writers have considered this 
disease as a problem in itself. In the litera- 
ture it usually forms a small part of the larger 
subject of dermatitis. Notable exceptions are 
the splendid articles of Jordan, Dolce and Os- 
borne! of Sulzberger and Baer? and of Sutton 
and Ayres, Jr.* These authors have dealt 
comprehensively with the factors peculiar to 
housewives’ eczema itself. This disease in- 
flicts great hardship on individuals and on 
whole families. 

The cause of housewives’ eczema cannot be 
given simply. There is never a single cause. 
In every case there are many factors, most of 
which are at present unknown. The litera- 
ture is full of plausible explanations of the 
pathogenesis of eczema, but evidence is mea- 
ger. The clinically evident causative factors 


*Chairman’s Address, Section on Dermatology and Syphilol- 
ogy, Southern Medical Association, Forty-Seventh Annual Meet- 
ing, Atlanta, Georgia, October 26-29, 1953. 
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may be grouped into two classes: local trauma 
and predisposition. 


LOCAL TRAUMA 


Directly or indirectly, housewives’ eczema is 
always due to local trauma. This is some- 
times referred to as nonspecific primary irri- 
tation. The housewife subjects her hands to 
far more wear and tear than does the worker 
in most other occupations. Soap and other 
detergents are her greatest source of wear and 
tear. Since the advent of the new soapless 
detergents, the number of cases of housewives’ 
eczema has increased many times. Even where 
the eczema may have been produced originally 
by a specific contact, local trauma will keep it 
going indefinitely. 

The duties of a housewife include other 
sources of irritation to the hands, such as 
preparing food, housecleaning, waxing, pol- 
ishing, painting and so on ad infinitum. 
These, of course, have a bearing on the eval- 
uation and the management of the individual 
patient. 

PREDISPOSITION 


In all cases of eczema there must be a basic 
predisposition. This comes in many forms 
and under many names. We know a little 
about some of them but the real metabolism 
of the skin and its relation to the system in 
general is not understood. I shall briefly dis- 
cuss a few of those that have a direct bearing 
on this disease. 

Lowered Threshold of Irritability —This is 
probably always the immediate predisposing 
factor in housewives’ eczema. It may be the 
result of a variety of factors, single or multi- 
ple. Sometimes it is apparently a family or 
hereditary characteristic. It may, in some 
cases, be the result of previous skin disease 
which renders a certain area more easily af- 
fected by trauma. Localized spots of lowered 
threshold of irritability on the hands may be 
the answer in those cases of housewives’ ec- 
zema that assume the clinical appearance of 
nummular eczema. 


Increased Capillary Permeability —The 
work of Peterson, many years ago, empha- 
sized the importance of increased capillary 
permeability in the skin. He showed that this 
physiological state could produce a higher 
“inflammatory index.” Local acute or even 
chronic eczematous conditions on the skin 
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may result in generalized increased capillary 
permeability of the skin. Thus, eczematized 
dermatophytosis of the feet may lower the 
threshold of irritability of the hands. Exam- 
ples of this kind were frequent during the 
war when workers were handling irritating 
chemicals. The incidence of hand eczema in 
these workers was far higher in those who had 
active dermatophytosis. 


Atopy.—Many of these women have a his- 
tory of infantile eczema or of previous at- 
tacks of atopic dermatitis. The problem of 
atopy is very far from solved. O’Leary,5 in his 
splendid address before this Section last year, 
adopted a conservative attitude toward the 
prevalent theories. Why atopy or the atopic 
state may render the hands more susceptible 
to trauma I do not know. I, personally, do 
not believe that simple allergy to foods or to 
inhalants has anything at all to do with it. 
The clinical evidence is not convincing. With 
proper local management these women can 
be relieved of their eczema even though there 
is no change in diet or of environment. There 
are, however, a sufficient number of former 
atopics who develop housewives’ eczema to 
imply that the atopic state may be a predis- 
posing factor. 


Allergy.—Contact dermatitis is undoubtedly 
the initiating factor in a certain number of 
cases, but that number is small. In the indi- 
vidual patient, it is difficult to discover a con- 
tact agent except by long continued observa- 
tion. Patch tests are usually not helpful. We 
instruct our patients to report for examina- 
tion within one or two days of the onset of a 
relapse so that the possibility of contact der- 
matitis may be studied. However, even 
though the contact agent is found and elimi- 
nated, the eczema is seldom cured. There are 
too many nonspecific factors involved. The 
woman is still an eczema case and must be 
handled as such. 


Psychosomatic Factors—In this field we 
enter one of James Branch Cabell’s ‘“doubt- 
ful forests” where even a poet must close his 
eyes to keep his sanity. The patients love it. 
There is nothing that so flatters a woman 
as to be considered “nervous.” It sets her 
apart from the common herd. And if she has 
an eczema of the hands to prove it, even that 
affliction becomes somewhat bearable. She 


becomes slightly hostile when the doctor re- 
marks that her eczema is not due to “nerves.” 
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Yet we have all seen instances where various 
skin diseases have seemingly been initiated 
by nervous shock or tension, for example: 


urticaria, lichen planus, alopecia areata, 
psoriasis, and others. Sometimes an already 
existing skin disease may undergo exacerba- 
tion apparently from nervous reactions. We 
have observed a few isolated instances in 
which the onset or exacerbation of house- 
wives’ eczema has been seemingly attributable 
to this cause. Nervous shock or intense ner- 
vous strain undoubtedly disturbs the entire 
metabolism of the body, including that of 
the skin. Thus, there may be at times, psy- 
chosomatic factors, but they are difficult to 
evaluate in our present knowledge. 


Endocrine Factors—Here we enter what 
seems to be the most hopeful field for future 
investigation. The remarkable healing of ec- 
zema under ACTH and cortisone certainly 
implies it. However, our present knowledge 
of endocrine physiology and pathology con- 
sists mostly of optimism. 

Focal Infection—This theory or concep- 
tion has been greatly overworked in the past. 
It may account for recurrent pustular erup- 
tion of the palms but not for eczema. Pyo- 
genic organisms may be present as secondary 
invaders but not as causative agents in house- 
wives’ eczema. 

Avitaminosis.—There is a variant of pella- 
gra that in rare instances imitates housewives’ 
eczema. This disease may be differentiated by 
the fact that it involves the backs of the hands 
and fingers and stops sharply at the sides of 
the hands and does not involve the interdig- 
ital spaces, nor the last phalanx. Usually it 
also extends up the dorsum of the forearm. 
There is always a history of inadequate diet, 
both quantatively and qualitatively. Other 
than this manifestation of avitaminosis, there 
seems to be no vitamin factor. 


Seasons.—Weather conditions have an ef- 
fect on many skin conditions, especially ec- 
zema. In a large percentage of cases the 
housewife is free from eczema during the 
summer. It relapses in the fall, has its ups 
and downs during the winter, and in the 
spring there is usually noticeable exacerba- 
tion. One may at once think of possible ex- 
planations, such as more oil ia the skin in 
summer and less of it in winter. Fall is a 
time of increased trauma from such duties as 
canning and housecleaning. Spring is a most 
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active time for housecleaning, painting, 
et cetera. 

Other skin diseases, however, have a similar 
course. Acne clears up in summer, relapses in 
the fall and exacerbates in the spring. Psoriasis 
acts very much the same way. There is ap- 
parently some seasonal response of the hu- 
man metabolism which has had very little at- 
tention paid to it by dermatological writers 
or for that matter by medicine in general. 


MANAGEMENT 


Management of these cases may be consid- 
ered under two headings: protection of the 
hands, and treatment. It is necessary that 
wear and tear to the hands be reduced to an 
absolute minimum. For this purpose we have 
the patient wear rubber gloves over cotton 
gloves but only for a half hour at a time. Usu- 
ally the patient can wear the cotton gloves 
and rubber gloves a half hour on, and a half 
hour off, all day without too much damage. 
Protection must be continued for at least a 
month after the eruption has cleared up, and 
then relaxed only very cautiously. The longer 
a patient remains free of eczema, the less prob- 
able is a relapse. 


So far we have not found protective creams 
of much use in preventing relapse. It is dif- 
ficult to follow up patients who are well, so 
that we have not had sufficient time to eval- 
uate properly some of the newer protective 
creams. 


Our most useful local treatment to date 
has been aluminum acetate hot soaks. Pul- 
verized aluminum acetate, drams one per 
quart of water is used in a granite-ware or 
enameled basin. The basin must hold at least 
six quarts of water. Less water than this cools 
rapidly and so reduces the efficiency of the 
treatment. The water must be as hot as the 
patient can stand. Soaks should be for fif- 
teen minutes at a time, and should be re- 
peated four to six times a day. These soaks 
dry the skin to a slightly uncomfortable de- 
gree. However, dryness promotes healing and 
reduces the edema of the epithelium. The 
dryness should not be relieved by greases or 
other lubricants during the course of this 
treatment or the purpose is defeated. Greases 
should never be used in connection with 
aluminum acetate hot soaks. 


There are, of course, numerous local ap- - 


plications, such as salves and creams contain- 


NORTON: THE HEALTH OFFICER AS DIAGNOSTICIAN 69 


ing a variety of ingredients of greater or less 
therapeutic efficiency. We use them as do 
others and for the same purpose. 


X-ray is certainly not contraindicated in 
housewives’ eczema. We find it most useful. 
For the last four years we have been using a 
beryllium window tube unfiltered. The ray 
is very soft, having an h.v.l. of 0.05 mms. of 
aluminum. Our results are better with a half 
or a fourth the number of r. per treatment 
than they were with the standard dermato- 
logic x-ray tube. 

SUMMARY 


Housewives’ eczema of the hands is a skin 
problem peculiar to itself. It is caused by two 
main factors, local trauma and basic predispo- 
sition. The usual local trauma is over-use of 
soap and detergents. The basic predisposition 
is lowered threshold of irritability of the skin 
due to a variety of factors known and un- 
known. Treatment must begin with protec- 
tion of the hands from continued trauma, es- 
pecially soap and detergents. Local treatment 
with aluminum acetate hot soaks has been 
useful in our cases provided they are done 
properly and no grease is used in connec- 
tion with them. 
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THE HEALTH OFFICER AS 
DIAGNOSTICIAN* 


By J]. W. R. Norton, M.D., M.P.H., 
F.A.C.P., F.A.P.H.A.t 
Raleigh, North Carolina 


Each of us likes to feel that in doing the 
daily work his best in talent, training and ex- 
perience is regularly called upon. Of course, 
we want our efforts to be helpful personally, 
to our families, our communities, and our fel- 


*Chairman's Address, Section on Public Health, Southern 
Medical Association, Forty-Seventh Annual Meeting, Atlanta, 
Georgia, October 26-29, 1953. 

+Secretary and State Health Officer, North Carolina State 
Board of Health, Raleigh, North Carolina. 
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low man. In addition to our college and medi- 
cal school training and internship quite a 
large number of health officers have had some 
experience in private practice, and the num- 
ber with formal public health training is rap- 
idly increasing. Establishment, in 1949, of the 
American Board of Preventive Medicine has 
given an impetus to gaining special attain- 
ments and has encouraged a feeling of “be- 
longing” and of prestige among our medical 
co-workers. 

In public health as in private practice, a 
plan for modern scientific treatment is often 
relatively easy to develop after an accurate 
diagnosis is made. The family doctor and the 
private specialist deal with the individual 
patient; the health officer is physician to the 
community and he deals with community 
health problems. Both groups provide pre- 
ventive service, and much of this is done 
jointly. Just as the private practitioner must 
know anatomy, physiology, pathology, diag- 
nostic tests and their interpretation and thera- 
peutics for the individual, the health officer 
must develop corresponding knowledge of the 
social structure, the community as a unit. 
Whereas the family doctor may wait until an 
injury has occurred or a disease has developed 
before he is called in, the health officer is 
expected to anticipate and prevent health 
hazards or low resistance. 

We are fortunate that neither private prac- 
tice nor public health is static: both are dy- 
namic, progressive, ever-changing for the bet- 
ter. New approaches to research will grad- 
ually remove our need to generalize from 
limited facts, or to rely on empiricism. 
The health officer, through health education, 
cuts the lag between acquisition and the 
general application of such new knowledge 
and is an able supporter of the best pri- 
vate medical practice. Since improvements 
in public health diagnosis and treatment are 
dependent on cooperation of all physicians, 
the private physician will give increasing sup- 
port and guidance, there will be improved 
liaison in all medical and health efforts and 
we in civilian work must coordinate our ef- 
forts more effectively with the Armed Forces 
Medical Services. 


What specifically are some of the intriguing 
public health problems that should challenge 
a doctor of medicine to choose a career in 
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public health? The health officer faces not 
just a set of symptoms or an illness or injury 
that has occurred, and a job completed when 
that has been diagnosed and treated. He must 
have a thorough understanding of disease his- 
tory, specific resistance levels in his commu- 
nity, and how pathological processes operate, 
not only in an individual, but in a family or 
county. Though less dramatic and less likely 
to stimulate personal gratitude to himself, the 
health officer’s work is steady, long-term, cal- 
culating, subtle, as he gradually pushes back, 
inch by inch, the threats of disability in his 
community. He consults with the private 
practitioner in identification of communica- 
ble diseases and on isolation, immunization 
and other family prophylactic procedures. 
The health officer is informed on environ- 
mental factors existing, and likely to operate, 
in his community: the air breathed, the food 
and drink consumed, the wastes accumulating, 
the stresses of work and play, the emotional 
lifts and burdens. He must know morbidity 
and mortality statistics and their trends, their 
evaluation and interpretations, and relate 
them from and to his jurisdiction. Could 
greater diagnostic acumen be imagined than 
that required and used by the health officer 
in his constant surveillance of his county in- 
dividually and collectively, internally and ex- 
ternally, physically, mentally and emotion- 
ally? 

The health officer is diagnostician for his 
jurisdiction. Each community has many ail- 
ments and injuries and others threatening. A 
symptomatic diagnosis and symptomatic treat- 
ment are inadequate. Each community has 
individuality, but it never gets entirely well 
and never dies. Just as the private practitioner 
must choose priorities amid surrounding cir- 
cumstances when faced with the individual 
suffering from a lacerated scalp, a fractured 
pelvis and a seborrheic dermatitis, so the 
health officer must periodically make a com- 
munity diagnosis and proceed with priorities 
within his limitations. 

Most medical schools have been neglectful 
of their responsibility and opportunity to 
teach health maintenance and the utilization 
of community health resources. Recruit- 
ment of health officers will be easy when 
more medical schools give a better introduc- 
tion to the intriguing challenges to be ex- 
pected in a public health career. Many 
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young physicians have expressed their surprise 
and delight in finding their public health re- 
sponsibilities interesting and their services sat- 
isfying. A long range constructive program 
must be superimposed upon the necessary in- 
dividual salvage efforts before we control, or 
even reduce, the inroads of any disease, com- 
municable or not. Just subtract the special ef- 
forts toward earlier case-finding of tubercu- 
losis and see whether you can explain cutting 
the death rate to one-sixth in thirty-five years. 
Would we be satisfied to go back to doing 
nothing to control venereal diseases except 
treat those presenting themselves for treat- 
ment? 


Mental and emotional problems, accidents, 
and the chronic degenerative diseases and neo- 
plasms offer a special problem in early case- 
finding technics and development of control 
measures. As with other health problems, 
now brought near elimination or under better 
control, these offer a challenge to joint efforts 
by private practitioners and health officers. 
We already know enough to predict that 
early diagnosis of mental and emotional dis- 
orders, cancer, heart and blood vessel dis- 
ease, nephritis, and diabetes and health 
education against accidents will help not 
only the public, but the private practition- 
er as well. Progress in these areas will 
require the finest diagnostic acumen of both 
private practitioners and health officers. Bet- 
ter control of the communicable diseases has 
made private practice more satisfying and not 
less lucrative. May we not expect the same 
result from our joint ethical efforts against 
these new frontiers? 


The making of accurate diagnoses regularly 
requires utmost ability, and a follow-through 
to logical scientific treatment will often in- 
volve the exercise of courage. The health offi- 
cer must be a patiently persistent teacher when 
such treatment is delayed. He rechecks a ten- 
tative diagnosis and remains teachable him- 
self. The health officer cannot readily apply 
a therapeutic test to check his diagnosis. For 
one lacking in high ability, fortitude and the 
best qualities of a teacher, all necessities for 
a good diagnostician, one may be inclined to 
paraphrase a Biblical statement and urge that 
he remain a Saul and be content to save his 
thousands rather than attempt to be a David 
and save his tens of thousands as a health 
officer. 


NICHOLSON: MEDICAL SCHOOL AND MEDICAL PRACTITIONER 71 


THE MEDICAL SCHOOL AND THE 
GENERAL PRACTITIONER* 


By Haypen C. Nicnorson, M.D. 
Little Rock, Arkansas 


In the relationship between the medical 
school and the general practitioner, the cur- 
riculum represents only one facet and perhaps 
a minor one. 

When one begins to think about this re- 
lationship, either the actual relationship now 
existing or the desirable relationship toward 
which we should strive, it immediately be- 
comes obvious that there neither is nor should 
be any high degree of uniformity among dif- 
ferent medical schools. In any contemplation 
of modern medical education it is difficult 
to avoid using the Flexner Report as the start- 
ing point. Prior to it there was chaos. Follow- 
ing it, due to the efforts of the American 
Medical Association and the Association of 
American Medical Colleges and the pressure 
of an aroused public opinion there was a 
steady improvement in medical education and 
a progressive tendency toward uniformity. ‘The 
Flexner Report pointed the way toward a 
plan and a goal in medical education. In the 
subsequent 40 years some schools have come 
much closer to attaining this goal than others 
but until very recently it has seemed that 
everyone recognized that the goal itself was 
the same for all. While there is no question 
that the original Flexner study and the sub- 
sequent efforts of the accrediting agencies 
have had a tremendously beneficial effect, the 
resultant tendency toward complete uniform- 
ity has not been an entirely unmixed blessing. 
Fortunately, in recent years there have been 
encouraging evidences of experimentation in 
medical education and indications that at 
least some schools are recognizing that their 
responsibilities vary one from another and also 
that these responsibilities do not remain static, 
but that each school constantly must restudy 
and if necessary redirect its program to meet 
varying needs of our changing civilization and 
of the school’s own constituency. 

My own medical school is a part of a state 
university. Furthermore, it is the only medical 
school in its state. In a very large measure 
the functions of the school are defined by its 


*Read in Section on General Practice, Southern Medical 
Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 
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situation. Every medical school has a variety 
of more or less distinct functions and respon- 
sibilities. Most of these, certainly the more 
important ones, are common to all medical 
schools in this country. However, the degree 
of emphasis placed upon each of these various 
functions and responsibilities may vary so 
greatly from school to school that the pro- 
grams of the various schools should be ex- 
pected to bear little similarity to one an- 
other. It appears to me that in the case of the 
privately endowed school the dean, the faculty 
and the governing body can to a great extent 
follow their own preferences or tastes and ex- 
ercise considerable volition in deciding to 
what particular needs in the field of medical 
education they will address themselves pri- 
marily. In the medical school of a state uni- 
versity such as ours we have much less freedom 
in this regard. The direction of our efforts 
is determined for us by the specific needs of 
our state, and they are fairly obvious. Some 
deans and faculty members might find the 
situation in the endowed school more attrac- 
tive. It perhaps gives freer play to the imagi- 
nation. But to me the situation which we face 
is a more challenging and a more inviting 
one. It is true that we do not approach our 
task with the attitude of the dilletante. In- 
stead we find ourselves faced with the serious 
and immediately pressing needs of the people 
of our state. There is plenty of opportunity 
fo: us to exercise our ingenuity and initiative 
in planning our programs and mounting our 
attack but our objectives are defined for us. 

Our primary function is to help the people 
of Arkansas meet their health needs. In a 
recent report to the President of the Univer- 
sity, I made the following statement: 

“To a greater extent than is true of any other in- 
stitution of higher learning, the medical school of a 
state university is immediately and intimately con- 
cerned with the welfare of the people of its constitu- 
ency. The University of Arkansas School of Medicine 
exists because the people of Arkansas recognize it as 
a vital factor in the protection of their health and in 
the provision of their medical care. The extent to 
which the people of the state support the school may 
be expected to be related directly to the clearness 
with which the school recognizes these responsibilities 
and the effectiveness with which it discharges them.” 

Arkansas has many needs in the health 
field just as has any other state. Some of 
these needs are presented in a more acute 
form in our state than in most other states. 
As regards some other needs we are much 
better off than most states. To the solution 
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of some of these problems the medical school 
is not in a position to make a direct or ef- 
fective contribution. The solution of some 
of the others depends to a very large extent 
upon our efforts. As regards the availability 
of physicians’ services I think there is no 
question but that Arkansas’s greatest need 
is for more well qualified general practitioners 
to practice particularly in the rural sections of 
the state. Consequently, we at the medical 
school have no choice but to regard the 
preparation of physicians for general practice 
as one of our major responsibilities. We have 
many other functions and many other respon- 
sibilities which we must not neglect, but 
preparation for general practice must con- 
stantly be kept in sight as our number one 
objective. 

In our attack on this objective one of the 
first things we must do is decide on our 
criteria of success. In other words, how are 
we going to know whether or not we are do- 
ing a good job and realizing, or at least ap- 
proaching, our goal. One might argue that 
the function of the medical school is simply 
to impart certain knowledge and skills, and 
what the graduate does with these after he 
leaves the school is none of our business. I 
do not agree with that. Our interest in our 
students must continue throughout their ac- 
tive medical careers. In the preparation of 
our students for general practice we must 
judge our success not merely by how much 
the young physicians know at graduation 
which would fit them for general practice, 
but by how many of them undertake general 
practice in communities where their services 
are most needed, how long they continue in 
that practice and how devotedly and effec- 
tively they serve their patients and their com- 
munities. I think you can see now why I 
regarded the original title of my paper, ““The 
Medical Curriculum and the General Prac- 
titioner,” as too restrictive, for if we interpret 
our responsibilities in this way we must con- 
cern ourselves not merely with the content 
of the curriculum but with every aspect of 
our educational effort. 


The content of the curriculum is important 
and a number of promising experiments in 
curriculum design are in progress. Many 


schools, including our own, have introduced 
the preceptorship as an important segment of 
the senior year. Other schools are experi- 
menting with different types of extramural 
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programs which have as at least one of their 
purposes to bring the student into a relation- 
ship with his patients more closely approach- 
ing the ideal physician-patient relationship 
than usually is possible in a large teaching 
hospital. 

The desirability of the preceptorship as a 
part of the undergraduate medical curriculum 
is by no means universally accepted. In fact, 
a number of medical educators have criticized 
it vigorously as a return to an outmoded and 
long discredited educational method. I feel 
that such criticisms are largely unjustified 
and are based on misunderstanding. The pre- 
ceptorship of course is not meant to replace 
the accepted didactic, laboratory, and clerk- 
ship exercises in the medical curriculum but 
to supplement them. We do not depend on 
the preceptorship in any important degree to 
impart to the student a knowledge of the sci- 
ence of medicine. We can do this quite ef- 
fectively in the University Hospital; but much 
of the equally important art of medicine in- 
evitably is missing in such a situation. Here 
in a city charity hospital the student is see- 
ing and participating in medical practice 
under highly artificial conditions, dissimilar 
in many important and fundamental respects 
from the medicine practiced by the private 
physician in a small community. Many as- 
pects of the physician-patient relationship are 
quite different in the hospital from those of 
private practice. Various ethical and economic 
considerations which are extremely important 
in private practice are not encountered at all 
in a University Hospital, or in a very altered 
form. These are some of the deficiencies in 
our education of medical students which we 
are trying to correct with the preceptorship 
and other more or less similar programs. 

We are, then, experimenting with the con- 
tent of the medical curriculum in our efforts 
to prepare the student better for general prac- 
tice, and I believe we are obtaining encourag- 
ing results. However, there is a decided limit 
to the extent to which we can institute in the 
undergraduate curriculum devices specifically 
designed to prepare the student for general 
practice. We all know what tremendous ad- 
vances in scientific medicine have been made 
in the past thirty years. As our knowledge of 
scientific medicine has advanced the amount 
of information which must be imparted to the 
student during the four undergraduate years 
has increased comparably. I feel that our cur. 
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riculum already is hopelessly overcrowded. 
Yet we continue to add to it and to cram 
more and more facts into the students long 
after we have passed the point of diminishing 
returns. We must recognize the hopelessness 
of trying to impart to the student all the de- 
tailed scientific information he will need in 
order to become a highly skilled physician. 
We must recognize that the educational proc- 
ess will continue throughout the physician’s 
active life if he has been prepared properly. 
We should try to develop in the student a 
broad and deep understanding of scientific 
and clinical principles and points of view. At 
the same time we should try to give him some 
opportunity to develop and mature his per- 
sonality, and should devote much more at- 
tention to preparing him to assume the re- 
sponsibilities of a member of a humanitarian 
profession and of a citizen of a free demo- 
cratic society. 

I feel then that, in our efforts to prepare 
the student better for general practice and to 
motivate him toward it, there is relatively 
little more that can be accomplished by chang- 
ing the content of the medical curriculum. | 


think that from now on our major concern 
should be not what we teach the student but 


how we teach it. We must, first of all, do 
everything we can to enhance the dignity and 
prestige of general practice. Of course, this 
cannot be done by the medical schools alone 
but we must play our part in it. One of our 
difficulties in this regard is that virtually all 
the clinical instruction in all our medical 
schools is provided by specialists. The de- 
partments of our schools and the staffs of 
our teaching hospitals are organized on a 
specialty basis. It is difficult to change this. 
I believe something can be accomplished 
through the organization of departments of 
general practice, general practice clinics, and 
possibly even general practice hospital serv- 
ices. Nevertheless, we must assume that the 
bulk of the clinical teaching will remain in 
the hands of specialists. But whether the 
teacher himself is a specialist or a general 
practitioner, his attitude, his point of view, 
everything he says and does must indicate his 
belief in and his respect for general practice. 
Certainly this must be true in a state such 
as ours where our great need is for general 
practitioners. 

Some of the greatest contributions which 
the medical school can make to the general 
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practitioner and through him to the people 
whom he serves are in the field of graduate 
and postgraduate education. Residency pro- 
grams are being devised with preparation for 
general practice as their objective. These pro- 
grams are taking various forms and I am not 
sure that any one form is best for all. In 
some an attempt is made to duplicate as far as 
that is possible in a teaching hospital the situ- 
ation of a general practitioner. I think that 
this arrangement has some merit and deserves 
further trial, though the imitation can never 
be very convincing. On the other hand, some 
may feel that they can better prepare them- 
selves for general practice by participating for 
a period in one or more of the specialty resi- 
dency programs. I do not believe that we 
should strive for too great standardization in 
the program of graduate preparation for gen- 
eral practice. There are decided advantages 
in allowing the individual to tailor his pro- 
gram to his own preferences and to the situ- 
ation which he expects to encounter in his 
own practice. However, I must agree that 
there are definite psychological advantages in 
presenting a residency program specifically 
designed as preparation for general practice 
and I believe that offering such programs 
definitely contributes to enhancing the pres- 
tige of general practice. 


Another very important area in which the 
medical school can contribute effectively in 
the field of general practice and serve the 
general practitioner is through providing op- 
portunities for postgraduate training. I am 
sure that I do not need to remind this group 
that medicine has become a rapidly advancing 
science. In the past there have been occasions 
when a single discovery was followed by revo- 
lutionary changes in medical practice. The 
discoveries of Pasteur and Crawford W. Long 
are examples. But I think it is safe to say 
that there has never been a time when medi- 
cine advanced so rapidly on all fronts as dur- 
ing the past 30 years or so. I think we are apt to 
underestimate the speed and the magnitude of 
these changes unless we occasionally look back- 
ward and think of what has happened during 
our own careers. I entered medical school 
just about 30 years ago. Insulin had been 
discovered just a year or two previously and 
still was not generally available. The practical 
use of endocrine products and derivatives in 
medicine has developed almost entirely since 
then. Chemotherapeutic and antibiotic agents 
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of course are much more recent. When I was 
in medical school I recall that our professor of 
pharmacology told us that with the excep- 
tion of quinine for malaria and possibly mer- 
cury and the arsenicals for syphilis we did not 
have a single drug which was specific for any 
disease. Better control of infections and newer 
knowledge of blood and transfusion technics 
have made possible advances in surgery per- 
haps as spectacular as those which have been 
made in the control of infectious diseases. With 
medicine changing so rapidly, a physician can- 
not practice his profession in 1953 with the 
knowledge he acquired in 1923 or 1933 or 
1943 or even in 1952. And the medical school 
can be of tremendous service to the physician, 
particularly the busy general practitioner, in 
helping him keep abreast of these rapid ad- 
vances in knowledge. 


At one time medical educators were very 
largely preoccupied with undergraduate med- 
ical education. However, that is no longer 
the case for more and more attention is being 
devoted to postgraduate programs. In fact, I 
think that most state supported medical 
schools are so impressed with the importance 
of this phase of their activities that the em- 
phasis which they accord it is limited only by 
the demand. This certainly is true of our 
own school. While nothing is inexpensive in 
these days and it is difficult to find money for 
any expansion of our activities, the cost of a 
fairly adequate postgraduate program is al- 
most negligible in relation to the total cost 
of a modern medical school, especially if that 
school has to support a hospital, and most of 
us consider expenditures for postgraduate pro- 
grams as a marvelous investment. However, 
although we are willing and eager to provide 
refresher courses and other means to help the 
physician keep up to date, there is little we 
can do to persuade the physician of the im- 
portance of availing himself of these oppor- 
tunities. Organizations such as this one and 
the American Academy of General Practice 
are playing a very important role here, but 
all of us should redouble our efforts in urging 
upon every physician the importance, even 
the necessity of continually refreshing and re- 
plenishing his already abundant supply of 
medical knowledge, even when that appears 
to require real sacrifice on the part of both 
him and his patients. In the long run, it will 
pay them both. 


I cannot close without repeating here the 
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plea which I voice whenever I am speaking to 
a group of physicians in my own state of 
Arkansas. That is a plea for mutual under- 
standing and cooperation and support be- 
tween the physicians of a community or a 
state and their medical school. My good 
friend, Dr. R. C. Dickinson, the President of 
the Arkansas Medical Society, is carrying on a 
crusade to bring the physicians of Arkansas 
closer to their medical school and he and I 
have traveled many miles together in this 
undertaking. (I do not know what I would 
do without him.) I sincerely believe that the 
interests of the medical schools and of the 
medical profession are identical. It may be 
worth while for us to remind ourselves that 
the primary reason for the founding of the 
American Medical Association was to develop 
and maintain adequate standards in medical 
education. Problems of medical education 
and licensure are still among the most impor- 
tant functions of organized medicine. Un- 
fortunately, it is not unusual to see significant 
friction or even outright strife between a 
medical school and the physicians of its com- 
munity. Occasionally issues may arise in 
which the immediate interests of the medical 
school and the medical profession may appear 
to conflict, but when these issues are examined 
carefully they invariably turn out to be minor 
and transient and they always can be resolved 
if the school and the profession make an 
earnest effort to do so in a spirit of mutual 
good will. I feel that when significant strife 
exists it is a serious reflection on the leader- 
ship of the school or the profession or both. 


There are many serious problems in medical 
education today. It has become extremely ex- 
pensive. For a state like my own to support 
a first class medical school requires real sacri- 
fice on the part of all the citizens of the state. 
I think that we must depend on the medical 
profession to interpret its medical school to 
the lay public, telling the public of its im- 
portance to them, of its functions, its prob- 
lems and its needs. I certainly never would 
have undertaken the responsibility of a state 
medical school if I had not felt that I could 
count on the support of the physicians of the 
state. That support has been my greatest in- 
spiration during the three years I have been 
in my present position. 


Medical schools, especially state schools, 
are subjected to many pressures. Some of the 
most persistent and most powerful are di- 
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rected toward forcing the schools to increase 
their enrollments at the expense of lowered 
educational standards. I feel strongly that we 
should never let ourselves be accused justly of 
limiting enrollments in order to create an 
artificial scarcity of physicians. But I feel 
equally strongly that we must not let our edu- 
cational standards be forced down by this 
pressure to increase enrollments. I cannot 
overemphasize the seriousness of this threat. 
The medical schools cannot resist it without 
your support. It is your battle just as much 
as theirs. 

During the past few years the medical schools 
have received tangible evidence of the interest 
of the medical profession in the form of finan- 
cial contributions through the American Med- 
ical Education Foundation of the A. M. A. As 
you know, the Foundation has made its grants 
to the medical schools through the National 
Fund for Medical Education which devoted 
its own efforts largely to soliciting contribu- 
tions from business and industry. In the past 
two or three years our own school has re- 
ceived annual contributions of over $20,000 
from this source. I was alarmed and shocked 
a few days ago when an acquaintance of mine, 
a layman well informed in financial affairs, 
told me that we should not count on this 
support in the future. He said that with the 
forthcoming repeal of the excess profits tax 
contributions from business and industry 
would cease and that since the election of a 
Republican administration the medical pro- 
fession no longer fears socialized medicine and 
consequently physicians would stop support- 
ing the medical schools. I hope that this is 
not true. I believe that the American people 
need good medical schools free of political 
domination. But the price, like the price of 
liberty, is eternal vigilance and eternal effort. 
I believe that most physicians fail to realize 
the extent to which the medical schools are 
serving them. I believe that you need the 
medical schools. I am sure that we need you. 


DISCUSSION 


Dr. David G. Miller, Jr., Morgantown, Ky.—I par- 
ticularly am interested in the curriculum of the medi- 
cal school, not as it applies to so many hours of sur- 
gery and so many hours of medicine, but as it applies 
to the content as a whole and as it is related to the 
art of medicine. I always refer to Father Schwitalla’s 
remark when he introduced a similar discussion for a 
meeting of the Southern Medical Association by saying 
that the only person who knows what has been taught 
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in a given medical school during any four-year period 
is the graduating senior, who is in no position to judge 
whether or not he has been well and adequately 
taught. I believe Dr. Nicholson's statement that until 
recently the goal itself was the same for all physicians 
was largely due to the fact that for many years it was 
felt that we had a plethora of general practitioners 
and there were no indications or needs for training 
more general practitioners. I thoroughly agree with 
his statement that medical schools should recognize 
that their responsibilities vary and are not static, and 
that each school must restudy and if necessary re- 
direct its program to meet the varying needs of its 
own constituency. 

I believe one sentence of his should be repeated 
and amplified. “The primary function of the Univer- 
sity of Arkansas School of Medicine is to help the 
people of Arkansas meet the health needs.” I feel that 
that would apply to any medical school no matter 
where it is situated. Dr. Nicholson makes a most 
pertinent statement when he says that Arkansas’s 
greatest need is for more well trained general prac- 
titioners to practice, particularly in the rural sections 
of the state, and consequently that his school has no 
choice except to regard the preparation of physicians 
for general practice as one of its major responsibilities. 
I think that it is equally important for the University 
School of Medicine that their full-time teachers and 
their students who are prospective specialists under- 
stand general practice, its needs, and its limitations 
and how to teach medical students to become general 
practitioners. I agree with Dr. Nicholson when he 
says we should judge our success by how much our 
students know at graduation that fits into general 
practice, and also by how many practice in the com- 
munities where they are needed and how long they 
continue this practice. It is most important, however, 
that we also teach these students that they should 
not fear their lack of ability and that we shall in 
every way encourage them in obtaining hospital priv- 
ileges which is one of the most discouraging factors in 
persuading physicians to do general practice. For 
those areas which cannot afford hospitals we must 
teach students how to do general practice without a 
hospital and when their limitations require them to 
refer the patient for specialist treatment. It is pos- 
sible to teach a great deal of the art of medicine in 
hospital clerkships, laboratory courses and preceptor- 
ships, but it is also necessary that we teach the stu- 
dent that with one or two assistants that he himself 
has trained he will be able to do many of the pro- 


cedures usually reserved for the specialists in an urban 
area. 


Dr. Nicholson’s remarks on the overcrowding of 
medical school curricula leads me to urge again that 
teaching medical students begins with the high school 
graduates and that the medical school should control 
premedical training, adding more of the basic science 
courses to the premedical years, thus lessening the 
curriculum cramming in medical school. For example, 
biochemistry could well be telescoped with organic 
chemistry in the undergraduate school to eliminate 
much of the repetition and yet assure that the medical 
school trains the student in the principles of bio- 
chemistry needed for a well-rounded practitioner. 


In Louisville and Meharry we have been doing as 
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much as we can to prepare the student to assume re- 
sponsibility as a citizen and as a humanitarian as 
well as to teach him how federal and world economics 
must be tied into his practice. Our major concern in 
the future, as Dr. Nicholson says, shall be not only 
with what we teach the student, but how we teach it. 
In enhancing the dignity and prestige of the general 
practitioner, general practitioners must be added to 
the faculty of medical schools with professorial rank, 
tenure and with the right to vote on the curriculum 
committee, not just to crowd in more hours of general 
practice, but so that they can tell the men who are 
teaching the specialty fields how their subject matter 
will apply to the man who will eventually become a 
general practitioner. It would behoove medical schools 
to adopt a minimum score sheet and electives so that 
each student will have a minimum amount of experi- 
ence and we shall no longer graduate boys and girls 
who cannot distinguish chickenpox from impetigo. 
It is also imperative to admit enough cases to the 
teaching hospital to teach the students the basic prin- 
ciples of physical diagnosis, for example, so that we 
shall no longer graduate an entire class that has not 
seen a case of lobar pneumonia on a hospital ward 
and had the opportunity to percuss the chest so 
they can identify lobar pneumonia without an x-ray. 
The general practitioner could step in and help the 
specialist in teaching any specialty division. Examples 
of this are the necessity of again and again pointing 
out to the radiologist that the medical student must 
be taught how to make radiographs, either as an 
elective or as part of the course in radiology; pointing 
out to the pediatrician the fact that there are as many 
city homes without ice boxes or refrigerators as there 
are in rural areas; therefore the twenty-four hour for- 
mula is not always satisfactory and that it must be 
prepared a bottle at a time. I agree that too great a 
standardization in medical school teaching is bad, but 
students and interns do not yet know what to expect 
and therefore they must be guided into the program 
that will best fit them for well rounded general prac- 
tice and above all, must be given self-confidence in 
their ability to carry out those procedures which we 
are teaching. 

I must reiterate Dr. Nicholson’s plea for mutual un- 
derstanding, cooperation and support between the 
physicians of the community and the state and their 
medical school. It is also imperative that the full 
time members, particularly of the specialists and 
Ph.D.’s in the medical school faculty understand the 
need for cooperating with the community and with the 
physicians. As an example of this, I might state that 
there have been several programs in medical school 
teaching that began as excellent experiments in teach- 
ing and promised a great deal in training physicians to 
be general practitioners. In one case this was destroyed, 
not because the dean or the president of the university 
did not wish the program carried out, but because the 
specialist members of the faculty would not cooperate 
in carrying on such a program. It is well to point out 
here that one of the biggest limitations in increasing 
the enrollment in medical schools is the lack of teach- 
ers, and to point out again an oft reiterated statement 
that just because you are an M.D. or Ph.D. or a board 
man does not mean that you are a teacher; and that 
teaching, if you are not born with the knack, must 
be learned very arduously. 


. 
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MENTAL RETARDATION* 


By L. Musser, M.D. 
Winter Park, Florida 


The purpose of this paper is to present cur- 
rent facts and attitudes regarding the inci- 
dence of mental retardation and to outline 
an approach to the problem of the mentally 
retarded child. 


Mental retardation is common.' It is one 
of the serious problems arising in infancy and 
childhood. However, it has not been given 
equal attention and understanding by the 
medical profession, by the general public, or 
government. 


It has been repeatedly stated that the exact 
incidence of mental retardation is unknown. 
There have been no recent comprehensive 
surveys of the problem, and probably there 
will be none until an aroused public demands 
that the situation be handled in a more sat- 
isfactory manner. 


It is agreed that approximately 2-5 per cent 
of the general population is mentally defi- 
cient. Recent investigations indicate that 
7-12 per cent of our school population “dif- 
fers” to the extent that some form of special 
education is necessary. There are approxi- 
mately 1,500,000 mentally retarded children 
in this country, but of this number, only 125,- 
000 are in institutions.2 If one were to add 
to the above figure all the children suffering 
from emotional difficulties and psychotic dis- 
orders, the total would approach 3-4 million. 
The children in this group are similar to each 
other in the respect that they cannot comply 
with “normal” requirements as presented to 
them by a “normal” society. A very conserva- 
tive, but appalling estimate indicates that an 
average of one out of fifty births today results 
in a mentally retarded child. Mongolism 
alone, which accounts for only one per cent 
of all cases, has an annual incidence which 
approaches the annual incidence of paralytic 
poliomyelitis and also of diabetes mellitus.® 
Cerebral palsy emerges about seven times an- 


*Read in Section on General Practice, Southern Medical 
Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 
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nually in a population of 100,000, and of this 
number, one-third are mentally retarded. 


It is difficult to secure an adequate defini- 
tion for mental deficiency. However, it may 
be stated that it is a term used to describe a 
group of persons who require special advan- 
tages or social and economic adjustments, in 
order to exist in modern society. It is also 
difficult to classify these cases clinically. A 
current classification based on etiology is as 
follows:+* 

(I) Prenatal 

(A) Hereditary 
(1) Familial and subcultural defect 
(2) Hereditary idiocy 
(3) Phenylpyruvic oligophrenia 
(4) Congenital ectodermoses, neurofibro- 
matoses, et cetera 
(B) Infection 
(1) Congenital syphilis 
(2) Toxoplasmic encephalitis 
(3) German measles 
(C) Irradiation 
(D) Iso-immunization 
(E) Unknown etiology 
(1) Mongolism 
(2) Congenital cerebral palsy 
(3) Cretinism 
(4) Cranial anomalies 
(5) Undifferentiated amentia 

(Il) Birth trauma 

(III) Postnatal 
(1) Central nervous system infection 
(2) Cerebral trauma 
(3) Cerebral vascular disorders. 
(4) Cerebral degenerative disorders 
(5) Muscular dystrophies 
(6) Recurrent convulsions 


With this classification in mind, one can 
view the vast scope of the problem. How- 
ever, emphasis is not to be put on any classifi- 
cation at this time, for it is felt that above 
all, it should be made extremely clear that 
less than one-half of all cases are due to 
hereditary causes. The greater majority of 
cases are due to causes which are possibly pre- 
ventable or whose incidence could continually 
be reduced. 


The present day attitude toward the prob- 
lem of mental retardation is slowly improving, 
but it is yet far from adequate. Perhaps the 
greatest factor which hinders the development 
of a rational attitude is the presence of a so- 
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called stigma which surrounds the existence 
of a mentally retarded child and his family. 
Recent advances in medicine and sociology 
indicate that a stigma slowly but definitely 
may be overcome. Progress made recently in 
the areas of poliomyelitis, cerebral palsy, epi- 
lepsy, venereal disease, multiple sclerosis, and 
so on, may be mentioned in this respect. It 
seems that one major factor conquers stigma. 
This is public understanding of a problem, 
and then definite action toward its solution. 


Unfortunately, this stigma has even invaded 
some thinking in the medical profession. 
Physicians and the general public have gen- 
erally considered the mentally retarded child 
as a “hopeless” problem, a permanent defect. 
If one takes absolutely no interest in the se- 
verely handicapped, perhaps this is an easy 
attitude to develop, but recent observations 
indicate that these conditions have a progres- 
sive character, just as does mental illness.® 
Research in child psychology seems to have 
fairly well established the fact that the infant 
and child, up to 10-12 years of age needs 
emotional factors as much or more than 
schooling. A constellation of environmental 
factors contribute to an individual’s person- 
ality, normal or abnormal. In any rehabili- 
tation program, the needs of the individual 
vary and he must receive help from a variety 
of activities, not by such a monotonous repe- 
tition of “put your child in an institution 
and forget him.” 


Mental retardation is not just a matter of 
retarded or low intelligence. It is a complex 
socio-biologic problem which forces us to 
delve into many inadequacies in the social, 
moral and physiological structure of human- 
ity. It should not be confused with mental 
illness. The mentally retarded cannot and 
never will be able to compete with society 
on an equal level. The mentally ill, how- 
ever, may or may not be restored to active, 
useful lives. 

It is felt that all these facts should be im- 
pressed upon physicians because repeated ob- 
servations show that the doctor is an impor- 
tant early factor in creating either a complete- 
ly hopeless situation, or a sane and rational 
understanding. It is with regret that all too 
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often, one wrong, uninformed statement or 
attitude from a doctor may well wreck an 
entire family emotionally for years, and at the 
same time deprive a retarded child of the 
attention and training his particular needs 
may call for. Perhaps the ideal approach to 
the parental aspect of the problem is to indi- 
cate the genuine truth to the parents as early 
as possible. All of us know that mental and 
emotional illness is one of the leading health 
problems in this country. It is stated that 
about 9,000,000 persons are involved, and that 
there are more patients in mental hospitals 
than in all other hospitals combined. Here 
then, is an early opportunity for the physi- 
cian to stifle the early beginnings of such 
disturbances as self-condemnation, self-pity, 
and utter confusion. Inasmuch as there is 
a great lack of knowledge concerning mental 
retardation in the medical profession, the 
physician should acquaint himself with cur- 
rent opinions before he renders professional 
advise on this subject, and not rely entirely 
on personal feelings or out-of-date knowledge. 

When parents are confronted with the prob- 
lem of a retarded child and question their 
physician concerning the cause and later con- 
cerning institutional care, they invariably em- 
bark onto a sea of ignorance and almost in- 
human detachment. They hear the usual 
statement that the cause is unknown and are 
then advised to apply to state or private in- 
stitutions. It is rather amazing that seldom 
is any thought given to advising that the child 
be kept at home for a while. The average 
institution was built years ago to serve only 
as a place to put these children. There was 
absolutely no humanitarian basis for their ex- 
istence. Many of these institutions are an 
ugly monument to the ignorance and com- 
placency of us all. One cannot say definitely 
that all mentally retarded children should be 
institutionalized at birth. Before such a 
statement can be made, there should be some 
investigation into the characteristics of the 
home, the nature and availability of a proper 
institution, and the degree of retardation in 
the child. The deplorable, over-crowded, 


understaffed, and inadequate nature of many 
of our state institutions for the mentally re- 
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tarded is sufficient proof that modern society 
and government do not understand and have 
not kept up with the problem. Educators and 
physicians, on one hand continue to advise 
putting children in institutions, and legisla- 
tors on the other hand are not sufficiently in- 
formed to appropriate funds wisely to pro- 
vide adequate facilities. These conditions then 
force the parent to investigate private train- 
ing schools. Conditions here are often intol- 
erable from the standpoint of management 
or inadequacy of physical surroundings. The 
fees requested by private schools ($100-$300) 
per month are within the reach of only the 
well-to-do or wealthy. There is an urgent 
need for more modern hospital schools oper- 
ated at a state level to care adequately for 
many retarded children. But each commu- 
nity eventually has to realize that many of 
these children can be kept at home, and edu- 
cational and recreational facilities should be 
provided by that community.® 


Until only recently the retarded child has 
had relatively few speaking in his behalf. 
Educators agree that the brightest sign on the 
horizon in this field is the formation of cer- 
tain parent groups throughout the country 
which have united to form the National As- 
sociation for Retarded Children. These par- 
ents and friends of retarded children are dis- 
cussing their problems openly and rationally, 
and are beginning to demand that their prob- 
lems be met.® 


As physicians and as citizens, it is our duty 
to take an active interest in the alleviation 
of this common situation. One of the basic 
moral obligations of our human structure is 
to extend a helping hand to the unfortunate. 
A plea is hereby made for assistance in giving 
the lives of these “crippled” children some 
meaning. 

REFERENCES 
1. Levinson, A.; d Goldenberg, C.: Mental Retardation 


an 
in Children. J.A.M.A., 152:781-787 (June 27), 1953. 

2. Benda, C. E.: Developmental Disorders of Mentation and 
Cerebral Palsies. New York: Grune and Stratton, Inc., 
1952. 

3. Ingalls, T. M.: Etiology of Mongolism; Epidemiologic & 
Teratologic Implications. Amer. J. Dis. Child., 74:147-165 
(Aug.) 1947. 

4. Nelson, W. E., Editor, Textbook of Pediatrics (Mitchell- 
Nelson), with the collaboration of sixty-three contributors, 
ed. 5. Philadelphia: W. B. Saunders Company, 1950. 


MUSSER: MENTAL RETARDATION 79 


5. Benda, C. E.: Mongolism and Cretinism, ed. 2. New York: 
Grune and Stratton, Inc., 1949. 
6. Numerous personal communications. 


Box 1386 


DISCUSSION (Abstract) 


Dr. Walter W. Sackett, Jr., Miami, Fla—Several 
months ago I was asked to write an article for a general 
practice manual in my home State of Florida, and the 
subject of it was how the general practice physician 
could better his lot in the community, among phy- 
sicians and in general. One of the things I wrote about 
was that we general practice physicians are neglecting 
the large field of experimental medicine that every 
one of us has at our fingertips in our own practice. 


I think when a physician coming from a small com- 
munity can do such work as Dr. Musser has and gain 
national recognition for it, that we should all focus 
our sights in the same direction. Without doubt Dr. 
Musser has struck a note most of us should listen to. 


All of you probably do as I do, go along from 
month to month thankful that you do not encounter 
one of these defective children in your practice. Then 
when one of our patients is presented with one of 
these defective children, we usually face the problem 
with an ignorance equal to that of the affected parents 
and we proceed with a course that is far from a sci- 
entific one. 


Dr. Musser’s statement that better than half of these 
cases are preventable should make many of us look to 
our intrapartum, prepartum and postpartum technics 
and care of our mothers and babies. A little care may 
make the difference between a normal and defective 
newborn. 


While in this problem, as well as in polio and other 
crippling diseases, our main aims are directed at the 
prevention of this occurrence, we must, once it occurs, 
learn to face it with something other than the pat 
phrase, “I would recommend institutional care.” If 
by educating these children to as near 100 per cent of 
their capacity as possible (which incidentally should 
be the aim of all education) we could make a fair 
percentage of them useful citizens, certainly the effort 
and the expense involved would be justified by the 
reduction in the overburdened facilities and expense 
now shouldered by the institutions dealing with these 
cases. 


In this day when we are all decrying the taking over 
of small segments of medicine by government and 
oftentimes lay agencies, it behooves us all to enter into 
this problem with a more positive attitude. The ap- 
pearance in the lay press of a series of heart-appealing 
articles by the wife of Lloyd Rogers, while certainly 
a worthy cause, makes us wonder if this could not be 
just another impetus whereby another group would 
encroach upon and eventually take over this particular 
field of medicine. This could all be due to our own 
apathy in this direction. 
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VETERANS ADMINISTRATION 
MEDICAL CARE PROGRAM 


There has always been the delicate problem 
of deciding what a nation might offer in resti- 
tution to its surviving citizens who suffered 
individual sacrifices in time of battle for the 
general welfare. While many experience little 
danger or even inconvenience, countless others 
sustain grave risks and injuries. 

It would seem that while injuries are to 
some extent appraisable and amenable to di- 
rect therapeutic attack, risks are, on the other 
hand, incalculable. It must be recognized that 
a country cannot feasibly make requital for 
these. Indeed, such risks have long been ac- 
claimed the duty of able-bodied citizens, the 
requital being within the deed. 

The medical profession feels, however, that 
it is within the means of the United States 
Government to assume the responsibility for 
the disabilities incurred in line of duty. 
Toward these expiation must be directed. Vet- 
erans whose disabilities are totally unrelated 
to military service should not continue to re- 
ceive medical care and hospitalization from 
the government. Such responsibility should 
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revert to the individual or, where necessary, 
to the local community. 


Current legislation entitles any war veteran 
to medical care and hospitalization through 
the Veterans Administration, regardless of the 
origin of his disability. In order to qualify 
he must merely state that he cannot afford 
private medical care. There is no system or 
method for investigating the state of indi- 
gence, and it is becoming obvious from many 
reports that a great number of applications 
come from solvent individuals. 


It is not widely realized that the U. S. vet- 
erans population is now over 20,000,000 in- 
dividuals. More are being added each year. 
The provision of “free” medical care and hos- 
pitalization to nearly one-half of all employ- 
able males in the country is a giant step 
toward a complete federal health program and 
obviously incorporates its inefficiencies. The 
tremendous cost of providing medical benefits 
to veterans with non-service-connected disabil- 
ities is an ever-increasing burden on the tax- 
payer. In the past eight years, the cost of the 
VA medical program has increased 600 per 
cent. The Congress voted approximately 
$750,000,000 to finance the VA medical pro- 
gram during 1953. 


The VA is currently operating 154 hospitals 
with a total of 116,986 beds. If current vet- 
erans’ benefits are continued, another 148,000 
beds ultimately will be needed. The expan- 
sion program currently calls for 182 hospitals 
with 135,217 beds, and 17 domiciliary units 
with 17,443 beds. The total cost of such a 
program, computed at $20,000 per bed, will 
be around $3,000,000,000. Financing the op- 
eration of these added facilities would require 
an annual appropriation of an astronomical 
sum of money. America can ill afford to un- 
dertake such a tremendous financial program. 


It is obvious that if allowed to proceed, 
such a giant medical program would obviate 
any need for an active fight against socialized 
medicine. It would simply be fait accompli. 


PATIENTS AND AIRPLANE TRAVEL 


Airplane travel is today a very common- 
place occurrence. Often the physician is asked 
if a patient can safely travel by air. This 
mode of transportation, for the most part, is 
not harmful to the large majority of ill indi- 
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viduals, but high altitudes may prove hazard- 
ous to some medical conditions. 


Probably the most commonly believed con- 
traindications to airplane travel are diseases 
of the cardiovascular system. However, it is 
known that with only a few exceptions flights 
at an altitude under 10,000 feet are usually 
undertaken by cardiacs with little or no dan- 
ger. Individuals suffering from congestive 
heart failure or severe hypertension, especially 
those who have experienced complications, 
probably should not undertake airplane 
travel. On the other hand, flights at altitudes 
above 10,000 feet may induce congestive fail- 
ure or angina pectoris in subclinical heart dis- 
ease.} 


What is not commonly realized is that gas- 
trointestinal lesions may be affected adversely 
by high altitudes. Active peptic ulcers may 
perforate in individuals during air travel. It 
is known that as one ascends, gas in the gastro- 
intestinal tract expands. At 1,800 feet this 
gas is approximately twice its volume at sea 
level, while the volume is tripled at 2,700 
feet. Individuals with a quiescent ulcer ap- 
parently withstand airplane travel without ex- 
cessive danger. 

Expansion of air entrapped in a diverticu- 
lum may be quite painful, with perforation a 
distinct possibility in individuals with di- 
verticulosis during airplane flight. Similarly, 
diaphragmatic hernia may become painful and 
produce unusual discomfort; whereas a colos- 
tomy may prove hazardous and embarrassing 
at high altitudes.t 

Patients with diseases of the lung, especially 
those of severe degree, may experience diffi- 
culty at high altitudes. Individuals with se- 
vere asthma, especially those subject to fre- 
quent attacks, probably should not fly. Those 
individuals who have recently experienced a 
pulmonary hemorrhage should defer an air- 
plane flight inasmuch as high altitude may 
conceivably reopen the affected blood vessel 
with disastrous results. Roper and Waring 
have enumerated the contraindications for 
flying over 10,000 feet in tuberculous patients 
as follows: (1) severe toxemia, (2) large cav- 
ities, (3) pneumothorax, (4) extensive loss of 
air-bearing lung tissue.” 


1. Kreinin, Sidney: Which Patient May Fly. Gen. Pract., 
8:45-48 (Aug.) 1953. 

. Roper, W. H.; amd Waring, J. J.: Air Evacuation of 
Gao ee Military Patients. Amer. Rev. Tuber., 61:678-689 
(May 50. 
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Airplane flights may cause painful exacer- 
bations in patients with acute infections of si- 
nuses, eustachian tube, or inner ear. Chronic 
strictures of the eustachian tube may provoke 
extreme pain at high altitudes. 

An abnormal reaction to the flight by men- 
tal patients may make these individuals dan- 
gerous to themselves as well as other pas- 
sengers. These patients are thought also to 
be more subject to air sickness than normal 
individuals. 

Infants tolerate air travel well and appear 
less susceptible to the early stages of oxygen 
lack. However, when anoxia appears in an 
infant, severe damage may occur rapidly if 
counter measures are not instituted immedi- 
ately. Infants appear less susceptible to air 
sickness. Pregnancy itself is probably not a 
contraindication to airplane travel. In severe 
anemias, air travel may be characterized by 
the appearance of anoxia. Oxygen may have 
to be administered during flight. 

Further clinical studies and research may 
make available additional data concerning 
hazards of airplane travel to patients with dis- 
ease. Such observations are becoming increas- 
ingly pertinent for the individual today, in 
this age of airplane travel. 


ASYMPTOMATIC GALLSTONES 


The patient who has asymptomatic or qui- 
escent gallstones frequently presents a prob- 
lem in management. It has been estimated 
that 60 per cent of patients are accidentally 
identified and present no symptoms referable 
to the gallbladder abnormality. We know now 
that a certain percentage of these individuals 
will eventually exhibit symptoms of gall- 
bladder disease. Neither the surgeons nor 
gastroenterologists are in agreement as to the 
proper management of these patients. There 
are some clinicians who feel that the presence 
of cholelithiasis is indication for prophylactic 
cholecystectomy, but one cannot overlook the 
fact that the mortality of such an operation 
even under the best conditions is approxi- 
mately 1 per cent. 

In evaluating the management of such pa- 
tients it should be recognized that mere pau- 
city or absence of symptoms does not neces- 


1. Veterans Administration Technica! Bulle** T™ 10-97 
Sept. 29, 1953. 
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sarily indicate the absence of pathologic 
change in the gallbladder. Frequently exten- 
sive inflammatory changes can be demon- 
strated at surgery in the absence of any sig- 
nificant symptoms. Certainly the number and 
size of the stones cannot be adequately dem- 
onstrated by the cholecystogram. A single 
stone only may be visualized; where later, 
many small stones can be demonstrated. For 
the most part, small stones are more likely to 
become impacted in the cystic duct or to mi- 
grate to the common duct. However, stones 
of a diameter as great as | to 2 centimeters 
have been demonstrated obstructing the bil- 
iary excretory duct system. Similarly, a stone 
may ulcerate into an adjacent viscus even 
though few or no symptoms referable to it 
were present. Carcinoma of the gallbladder, 
although of infrequent occurrence, may de- 
velop, and when it does develop, gallstones 
are almost invariably present. 


It might be postulated that as long as the 
gallstones remain truly asymptomatic, serious 
damage is an uncommon occurrence. Al- 
though the changes which are mentioned may 
not increase the possibility of permanent in- 
jury, they do increase the risk of surgical op- 
eration. Such a risk, however, is a delayed 
one and often the patient is unwilling to as- 
sume a more immediate one even though it 
is of lesser degree. Strict individualization is 
therefore necessary in evaluating the therapy 
for a patient with asymptomatic gallstones. 


In this connection, the follow-up study 
made by Comfort, Gray and Wilson is of in- 
terest.2 Their series consisted of 112 cases of 
“silent” gallstones evaluated 10 to 20 years 
after the original diagnosis. Fifty-one of these 
individuals developed symptoms. These con- 
sisted of “indigestion” in 30 and definite colic 
pain in 21. A cholecystectomy was performed 
in 24 of these patients, among whom there 
were three postoperative deaths. Twenty- 
eight of the 112 patients were found to be 
dead, but the gallbladder disease could not 
be incriminated as the cause of death except, 
of course, in the three who died after opera- 
tion. Thus, it would appear that the patient 
with “silent” gallstones has a 50 per cent 
chance of developing symptoms referable to 
the gallstones and a 20 per cent chance of colic 


2. Comfort, M. W.; Gray, H. K.; and Wilson, J. M.: The 
Silent Gallstone: A Ten to Twenty Year Followup Study of 
Cases. Amer. Surg., 128:931, 1948. 
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developing in 10 to 20 years after diagnosis 
is made. Likewise, the risk of surgical treat- 
ment will apparently be increased from 0.5 
per cent to 3 per cent if he delays operation 
until complications arise. On the other hand, 
if he delays he may never require operation. 
The mortality appears low regardless of the 
choice of treatment. 

The problem of treatment of the “silent 
gallstone” appears to be far from settled. Fur- 
ther clinical observations should do much to 
clarify this perplexing problem. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1928 


Murder, Inc’—On Nov. 29th, 1827, an old army 
pensioner died in Tanner’s-close Westport, Edinburgh. 
He was in debt to his landlord, Hare, to the amount 
of 4 pounds. Hare decided to reimburse himself by 
selling the body. It was removed from the coffin and 
a bag of tanner’s bark substituted; after the funeral 
of the bark, Burke and Hare went to the University. 
ee eee Knox bought the body for 7 pounds 10s. Here 
was an easy way of making money; too lazy to under- 
take the hard work of the resurrectionist and finding it 
tedious waiting for another natural death at home, 
Hare suggested enticing the aged and infirm into his 
house and doing them in. Their first case was an old 
woman market-fresh from Gilmerton, near Edinburgh. 
Hare got her into his den, gave her more whiskey, and 
when she was dead drunk, he placed his hands firmly 
over her mouth and nose to stop respiration, while 
Burke laid himself across her body to ensure stillness. 
The body brought 10 pounds. Encouraged by the suc- 
cess of the experiment, Burke and Hare lured into their 
houses widows, orphans, street-walkers, and embeciles, 
made them drunk and suffocated them ..... the 
fact that the bodies were often warm when delivered 
at the rooms does not seem to have aroused any 
suspicion . . . Their last victim . . was seen by two 
lodgers under some straw and the police were in- 
formed ..... abuse was showered on Knox and 
his assistants . . . Knox’s career as a great teacher 
of anatomy was practically over . . . His assistants 
....'. Shared in the abuse . . . the passing of the 
Anatomy Act of 1832 was the outcome of these villain- 
ous murders . . . The whole country was aroused to 
frenzy. 


Pirate Surgeons?—On Nov. 7th, before the Historical 
Section of the Royal Society of Medicine, an address 
on Pirate Surgeons was given by Dr. Philip Gosse, who 
is well known as the greatest, or possibly only, authority 
on the exciting topic of piracy. He opened his re- 
marks by explaining that the title chosen had ap- 
parently caused some misapprehension in certain quar- 
ters, and he earnestly reassured his hearers that he had 


1. Annotations. 


Halloween, 1828. 
2. Annotations. 


Lancet, 215:881, 1928. 
Pirate Surgeons. 


Lancet, 215:984, 1928. 
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no intention of mentioning the names of any living 
persons. His remarks were concerned with the medical 
men who, in the seventeenth and eighteenth centuries, 
sailed with the buccaneers and pirates to stitch up 
their wounds and trim their beards . . . . One of the 
chief of the pirate surgeons was Captain Thomas 
Dover, an amazing character who remains immortalised 
by the diaphoretic powder attributed to him . . . he 
was the author of a medical “best seller” entitled 
“The Ancient Physician’s Legacy to His Country,” in 
which he claimed that almost every ill to which the 
human body was subject could be cured by copious 
draughts of metallic mercury. 


Quinine Trust.—Following the seizure by the Fed- 
eral Government of quinine worth about 20,000 pounds 
in New York warehouses, the Federal District Court 
in that city has entered a consent degree permanently 
enjoining further violations of the anti-trust laws by 
the interests that control the world supply of quinine. 
Production, distribution and therefore the price of 
quinine have been absolutely controlled, it is said, by 
an international syndicate of Dutch, German, French, 
English and American manufacturers. 


Book Reviews 


Modern Treatment. A Guide For General Practice. 
By Fifty-Three Authors. Edited by Austin Smith, 
M.D., Editor of the Journal of the American Med- 
ical Association, and Paul L. Wermer, M.D., Secre- 
tary, Committee on Research, American Medical 
Association. First Edition. 1,146 pages. New York: 
Paul B. Hoeber, Inc., Medical Book Department of 
Harper and Brothers, 1953. Price $20.00. 

This is a superb contribution to medical literature. 
It was the editors’ aim “to put between the covers 
of a single book as much as possible of the informa- 
tion required to carry out therapy in general practice 
intelligently and successfully.” To this end, a large 
group of eminent specialists has pooled its efforts in 
creating a manual of medical management which is 
concise, yet sufficiently complete to allow discussion 
of the relative value of different therapeutic ap- 
proaches. 

The book is so broadly conceived that expert knowl- 
edge was necessary to condense the material to utiliz- 
able proportions. There is a remarkable introductory 
chapter on the physician-patient relationship. Treat- 
ment of all important medical diseases is considered, 
including the medical specialties, obstetrics, infertility, 
ophthalmology and otolaryngology, dermatology, ther- 
apeutic and diagnostic radiology, and surgical prin- 
ciples in treatment. Separate chapters are devoted to 
subjects of special therapeutic interest, such as the 
principles of pharmacology, immunity, antimicrobial 
agents, anticoagulants, and anesthetic and physical 
therapy. Psychosomatic principles and geriatrics are 
likewise considered in greater detail. One of the most 
excellent and complete sections is that upon diagnostic 
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tests and technics, which contains precisely the ma- 
terial which the physician collects laboriously for his 
notebook, from scattered sources. A comparatively 
brief discussion of heart disease or mental disorders 
cannot be expected to take the place of more special- 
ized treatises. But many physicians will be grateful 
for an outstanding volume welding the essentials of 
medical treatment into a well-balanced whole. 


Glaucoma—Pathology and Therapy. By Paul Wein- 
stein, M.D., Associate Professor of Medical Ophthal- 
mology, the University of Budapest, Chief of the 
Eye Department of the Jewish Hospital at Budapest. 
Translated by Julius Foldes, M.D., Diplomate of 
American Board of Pathologists, Director of Labora- 
tories, Hazleton State Hospital and St. Joseph’s Hos- 
pital, Hazleton, Pennsylvania. 290 pages. St. Louis: 
The C. V. Mosby Company, 1953. Price $8.00. 


Dr. Weinstein was a pupil of the renowned Dr. De- 
Grosz, whose writings and experiences he draws upon 
freely, especially in summarizing various viewpoints 
of the various problems of glaucoma. 


The monograph is an excellent summary of world 
opinion of glaucoma with short abstracts of many of 
the outstanding articles. The author spent consider- 
able time and effort in compiling an exhaustive bibli- 
ography of glaucoma references from 1930 to 1950, 
which is a feature of the book. 


It is interesting to see the differences in glaucoma 
analysis in Hungary and in the United States. For ex- 
ample, gonioscopy is mentioned, but Dr. Weinstein 
does not consider it so important as do most American 
ophthalmologists. 


In the chapter on therapy are listed the various 
miotics used, including many unfamiliar to U. S. 
ophthalmologists. The book does not present tech- 
nical details of surgery, and it is rather closely written 
so that rereading of some of the fundamental parts 
is needed. 


A Textbook on Pathology. An Introduction to Medi- 
cine. By William M. Boyd, M.D., Dipl. Psych., 
M.R.C.P. (Edin.), F.R.C.P. (Lond.), F.R.C.S. (C), 
LL.D. (Sask.), D.Sc. (Man.), M.D. (Oslo), F.R.S. (C); 
Professor of Pathology, University of British Colum- 
bia, Vancouver, B. C., Canada. Sixth Edition, thor- 
oughly revised, with 1,024 pages, 570 illustrations 
and 32 colored plates. Philadelphia: Lea & Febiger, 
1953. Price $12.50. 

This textbook deserves its great popularity with 
students of pathology. It is remarkable for its stimu- 
lating, unorthodox style and its approach in cor- 
relating morbid anatomy with bedside medicine. In 
this edition, a great many subjects have been included 
for the first time, and outdated material has been 
eliminated. Many sections of the book have been re- 
written in the light of recent advances. An entire 
chapter upon the pathology of skin diseases has been 
added, with particular emphasis upon those conditions 
which can be diagnosed by skin biopsy. There are 
many new illustrations. The general plan of the book 
has otherwise remained unchanged, and it continues 
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to form an excellent introduction to clinical medicine 
for the student. 


Advances in Internal Medicine. Edited by William 
Dock, M.D., Long Island College of Medicine, 
Brooklyn, and I. Snapper, M.D., The Mount Sinai 
Hospital, New York. Volume V. 464 pages with illus- 
trations. Chicago: The Year Book Publishers, Inc., 
1952. Price $10.50. 

For the advanced student or teacher in internal med- 
icine, this volume supplies an excellent assortment of 
appropriate studies in this particular field. Probably 
the outstanding section is that dealing with catheter- 
ization of the heart. This catheterization of the heart 
and great vessels, particularly emphasizing the develop- 
ments of the physiologic concepts which have arisen 
as a result of this newer technic, is one of the best 
reviews closing this first stage of the catheterization 
era. The discussion is greatly simplified by the very 
clear diagrams and illustrations dealing with the va- 
rious circulatory findings in the congenital heart dis- 
eases, such as, Eisenmenger’s complex, tetralogy of 
Fallot, tricuspid atresia, etc. Although the section 
concerning the experience with ACTH and cortisone 
is in general very well done, more should be said 
about the effect of cortisone and ACTH in enhancing 
or aggravating certain human infections, since the 
capacity of cortisone and ACTH to further infection 
in experimental animals is adequately established and 
more recently clearer observations on the problem 
dealing with human therapy are being proved. 

Evidence is accumulating daily that human infec- 
tion such as tuberculosis, malaria, and probably pneu- 
mococcal infection and blastomycosis are aggravated 
by the use of ACTH or cortisone. In fact, reports of 
spontaneous infections occurring during the use of 
these drugs is known to occur. Of greater academic 
than practical value is the scholarly presentation of 
abnormal proteins in myeloma. 


The Surgery of Infancy and Childhood. Its Principles 
and Techniques. By Robert E. Gross, M.D., D.Sc., 
William E. Ladd Professor of Children’s Surgery, 
The Harvard Medical School, Boston. 1,000 pages, 
1,488 illustrations, 567 figures. Philadelphia and 
London: W. B. Saunders Company, 1953. Price 
$16.00. 

Dr. Gross, whose skill and knowledge were acquired 
in an institution where the advancement in the sur- 
gery of young patients has been a tradition for more 
than 35 years, has found time to bring this text up to 
date. The high plane of surgical care that has been 
maintained in the Children’s Hospital has been due 
in part to the equally high plane of medical knowl- 
edge which has progressed concurrently and which 
has been correlated into the care of the surgical 
patients. 

It is striking that in addition to broadening the 
field from abdominal surgery to include that of the 
heart and lungs and neck, one is constantly aware of 
the attention being given to the mind and body of 
the patient outside the operative field. The time and 
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thought that are recommended in allaying fears and 
apprehensions of approaching surgery is indicative of 
the tender approach both to the psyche and the 
tissues. The detailed discussion of anesthesia is given 
as carefully as the surgical technic. Especial tribute 
should be paid to the section on cardiac surgery. The 
successful correction of congenital malformations, which 
until recent years have been considered unapproach- 
able, are shown in schema and photographs which are 
easily comprehended. 


Pediatrics. By L. Emmett Holt, Jr., Professor of 
Pediatrics, New York University College of Medicine; 
and Rustin McIntosh, Carpentier Professor of Pedi- 
atrics, Columbia University, New York City. Twelfth 
Edition. 1,542 pages. New York: Appleton-Century- 
Crofts, Inc., 1953. Price $15.00. 

The book has been a medical classic for over 50 
years. On the other hand, multiple authorship faces 
the inherent danger of introducing conflicting opin- 
ions and differences in approach which, though minor, 
would disturb the smooth undercurrent which should 
pervade a book. The editors were aware of this dan- 
ger and have obviated it by personal conferences with 
the contributors and thus brought about a unity of 
concept. 

Since this feat of editorial policy is the sine qua non 
of success, it might be well to comment that no two 
men in pediatrics are better qualified to perform this 
task than Drs. Holt and McIntosh since for the past 
30 years both have occupied preeminent positions in 
research and medical education. This tenure has given 
them the background from which most of the great 
advances in pediatrics have arisen and during this 
time the demands made by directing pediatric services 
and teaching have given them the perspective to know 
the trend that present day advances are taking. Since 
the book is intended as a teaching instrument this 
digression is not out of order but should serve as a 
further endorsement. 


The book has the advantage of mature evaluation 
of the recent discoveries in medicine. This is par- 
ticularly noticed in the consideration of the hormones, 
ACTH and cortisone. 


Since the previous edition, marked strides have 
been made in the diagnosis of cardiac malformations 
with the development of cardiac surgery which has 
been discussed by the pioneer in this field, Dr. Taus- 
sig. The new frontiers of pediatrics are shown in the 
discussion of the collagen diseases and the reticulo- 
endothelioses. Every field is adequately covered and 
the subjects are well indexed. The book will meet 
the high standards of the preceding editions which 
is enough recommendation to make it welcome in any 
medical library. 


Atlas of Regional Dermatology. By Ernest K. Stratton, 
P.D., M.D., Research Associate, The George Wil- 
liams Hooper Foundation for Medical Research, Uni- 
versity of California Medical Center, San Francisco, 
California. Contributors: Harry L. Arnold, Jr., M.D., 
Maurice J. Costello, M.D., Lewis A. Koplik, M.D., and 
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Paul Fasal, M.D. 274 pages with illustrations. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1953. Price $15.00. 

This book is one of the finest diagnostic aids for 
the dermatological neophyte. It ably presents regional 
grouping of common skin diseases. On different an- 
atomical areas, different stages of the same disease are 
shown. It is intended for those who need visual help in 
identifying skin diseases. Pictures were selected for 
clarity. 

There is a short section upon acute infectious dis- 
eases, and one of color reproductions. A short descrip- 
tive text accompanies the pictures. 


The Allergic Patient and His World. Including 
Sources of Allergens. A Monograph in The Banner- 
stone Division of American Lectures in Allergy. By 
Florence Eastty Sammis, M.D., M.S.P.H., F.A.A.A., 
Assistant Attending Physician in Allergy, Nassau 
Hospital, Mineola, New York. Edited by Max Sam- 
ter, M.D., Chief, Allergy Clinic, University of Llli- 
nois College of Medicine, Chicago, Illinois. With 
pollen charts, maps and photographs by Oren C. 
Durham, Chief Botanist, Abbott Laboratories, North 
Chicago, Illinois. Publication Number 157. 156 
pages. Springfield, Illinois: Charles C. ‘Thomas, 
Publisher, 1953. Price $4.75. 

This is a book which covers allergies in an under- 
standable manner for the patient, yet with a thorough- 
ness adequate for the general practitioner. 


Designed for patients in the author’s practice, it 
answers the usual questions the allergic patient will 
ask. 

Hay fever, asthma, food allergy and skin allergies are 
covered. Charts upon pollen distribution, elimination 
diets, sources of contact dermatitis, lists of chemicals, 
recipes for wheat-free, egg- and milk-free diets, instruc- 
tions for preparing dust-free rooms, for care of the 
skin, and other instruction sheets are included. 


Ophthalmologic Diagnosis. Including a Primer of 
Ophthalmology. By F. Herbert Haessler, M.D., Pro- 
fessor and Director of the Division of Ophthalmol- 
ogy, Marquette University School of Medicine, Mil- 
waukee, Wisconsin. 387 pages with illustrations. 
Baltimore: The Williams and Wilkins Company, 
1953. Price $8.00. 

It is refreshing and inspiring to be transported 
through a book like this to an orderly atmosphere 
where the manifestations of disorders are systematically 
gathered, evaluated, and used for calm scientific deduc- 
tions and selection of the best therapeutic measures. 

The first five chapters are an example of diagnostic 
procedure that is based upon an abbreviated list of 
manifestations. The other four chapters are a series 
of essays of elucidations of particular ophthalmologic 
subjects to which Dr. Haessler has given considerable 
time and thought, and in which many well known 
and little known facts are wisely integrated. 

This is one of the most readable and enjoyable 
books in ophthalmology published in many years. 
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Pathology of the Heart. Edited by S. E. Gould, M.D., 
D.Sc., Clinical Professor of Pathology, Wayne Uni- 
versity College of Medicine, Detroit, Michigan. First 
Edition. 988 pages, 690 illustrations and six plates 
in full color. Springfield, Llinois: Charles C. 
Thomas, Publisher, 1953. Price $25.50. 


The editor and the 13 prominent contributors to 
this splendid monograph may be justifiably proud of 
their achievement. All aspects of cardiac pathology 
are considered in the light of present day knowledge. 
A review of the history of cardiac pathology is pre- 
sented in the first chapter. The embryology, anatomy, 
normal and pathologic physiology of the heart are 
taken up next. This is followed by a systematic dis- 
cussion of the pathologic features seen in all types 
of heart disease. This is not limited to a considera- 
tion of gross and microscopic changes, but also com- 
prises etiology and pathogenesis, incidence, prognosis, 
and other factors of clinical significance. Practical 
clinical aspects are stressed throughout the book, and 
correlations with clinical medicine in the separate 
chapters are supplemented by a final chapter which 
correlates signs and symptoms, x-ray and electro- 
cardiographic evidence with pathologic findings. 
There is also a guide to gross examination of the 
heart. The numerous photographs of specimens and 
slides, and the type, are of excellent quality. ‘This book 
is distinguished by great competence and breadth of 
view and can be recommended for the library of every 
pathologist and those clinicians who are interested in 
cardiology. 


Medical Jurisprudence. By I. Gordon, M.B., Ch.B., 
(Cape Town), Senior Government Pathologist, Union 
Health Department, Durban; R. Turner, M.B., 
Ch.B., D.P.H. (Cape Town), Senior Government 
Pathologist, Union Health Department, Cape Town; 
Professor of Medical Jurisprudence, University of 
Cape Town; and T. W. Price, Ph.D., M.A., LL.B. 
(Cantab.), B.A., LL.B. (South Africa); Advocate of 
the Supreme Court of South Africa; of Gray’s Inn, 
Barrister-at-Law; Professor of Roman-Dutch Law, 
University of Cape Town. Third Edition. 944 pages 
with illustrations. Baltimore: The Williams and 
Wilkins Company, 1953. Price $13.50. 

This book is concerned with practically all legal 
problems which may arise in medical practice. It in- 
cludes the physician’s professional obligations as well 
as the part he may be called upon to take in forensic 
medicine. The text is largely based upon medical and 
health legislation of the Union of South Africa, and 
some sections dealing with those laws are not immedi- 
ately applicable to American legal practice. How- 
ever, innumerable questions of legal medicine and 
toxicology, which are considered in great detail here, 
do not have similar regional limitations. This holds 
true especially for the chapters on forensic pathology 
which occupy a major portion of the book and are 
noteworthy for their thoroughness. Many sections have 
been revised and expanded, in this edition; and Pro- 
fessor Price has contributed a new legal section which 
is intended for both medical and legal practitioners. 
In its revised form, the book will render valuable 
service to members of both professions who are con- 


i 
4 
id 
of 
1€ 
te 
1€ 
re 
| 
of 
| 
i- 
h 
| 
0 | 
| 
| 
d | 
h 
of 
| 
{ 
n | 
iS 
| 
n | 
n 
it 
| 
e 
n 
s 
: 
1 
t j 
y 
, 
» 


86 


cerned with medical jurisprudence, particularly to the 
pathologist. 


Morbus Alzheimer and Morbus Pick. A Genetic, Clin- 
ical and Patho-Anatomical Study. By Torsten Sjo- 
gren, Hakon Sjogren and Ake G. H. Lindgren. 
Translated by Donald Burton. 152 pages with illus- 
trations. Norregade 6, Copenhagen: Ejnar Munks- 
gaard, 1952. Price 25 Swedish Crowns. 


This monograph contains a comprehensive study 
of the presenile dementias, which are still not com- 
pletely understood and difficult to differentiate. A 
genetic-statistical study of 80 proven cases of Alz- 
heimer’s and Pick’s disease was made; and it was 
deduced that different modes of inheritance may be 
operative in either condition, but the exact mode of 
inheritance could not be determined. These two dis- 
eases were found to comprise no less than 8 per cent 
of all presenile and senile psychoses, which shows how 
frequently the diagnoses are missed. A clinical analysis 
of these cases was also undertaken, and it is pointed 
out that Alzheimer’s disease may be distinguished by 
the fact that disturbances in gait or muscle tonus are 
almost always present. The final part of this study 
concerns the pathologic differentiation between the 
two diseases. Changes in the basal ganglia were regu- 
larly observed in Alzheimer’s disease, in addition to the 
classical microscopic findings. 


Influenza and Other Virus Infections of the Respiratory 
Tract. By C. H. Stuart-Harris, M.D., F.R.C.P., Pro- 
fessor of Medicine, University of Sheffield. With a 
Foreword by C. H. Andrewes, M.D., F.R.C.P., F.R.S., 
Deputy Director, National Institute for Medical Re- 
search. 235 pages with illustrations. Baltimore: The 
Williams and Wilkins Company, 1953. Price $6.00. 


This is a very adequate review of all that the 
practicing physician needs to know about viral res- 
piratory diseases. The clinical and laboratory diagnosis 
of influenza and its complications is especially stressed, 
including the recently discovered influenza virus C. 
There is a fascinating chapter on the epidemiology of 
influenza. Acute respiratory diseases unassociated with 
a definite etiologic agent are grouped under the title 
of “febrile catarrh”; and the remainder of the book 
is devoted to a discussion of this clinical entity; and 
of the atypical pneumonias, Q fever, and the common 
cold. Differential diagnosis is skillfully approached 
through a consideration of the clinical forms in which 
these diseases may manifest themselves. There are 
chapters on prevention, including the problem of im- 
munization against influenza, and on treatment, par- 
ticularly the indications for antibiotic therapy and 
prophylaxis. Because it utilizes all known facts and 
distinguishes clearly between the known clinical en- 
tities, this book should be of considerable help in 
diagnosing respiratory tract infections. 


Respiratory Diseases and Allergy. New Method of 


Approach. By Josef S. Smul, M.D., New York City, 
author of Digestive Diseases and Food Allergy. 80 
pages. New York: Medical Library Company, 1953. 
Price $2.75. 
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In this brief book the author has attempted to 
alleviate the confusion in current literature regarding 
some 20-odd respiratory conditions which at present 
are considered diseases of “doubtful or confusing 
causes.” In addition there is presented a discussion of 
the known infectious and neoplastic diseases of the 
respiratory system. 

The first section of the book is devoted to respiratory 
allergy and divides the non-infectious and non- 
neoplastic diseases into six types of respirallergy. The 
etiology of respirallergy is said to represent an “inborn 
allergic sensitiveness of the respiratory tract of these 
patients.” 

Therapy is directed toward the elimination of eti- 
ological factors and desensitization. Adequate pre- 
cautionary measures are urged to prevent and treat 
excessive reactions. 


The second section is devoted to proven infectious 
diseases of the respiratory system and discusses each 
disease. Therapy has been modernized up to the time 
of publication with mention made occasionally of 
drugs still being investigated. ‘The second part deals 
far too briefly with the known infectious respiratory 
diseases. 


Textbook of Virology. For Students and Practitioners 
of Medicine. By A. J. Rhodes, M.D., F.R.C.P. (Edin.), 
Research Associate, Connaught Medical Research Lab- 
oratories, and Professor of Virus Infections, School 
of Hygiene, University of Toronto; and C. E. van 
Rooyen, M.D., D.Sc. (Edin.), M.R.C.P. (Lond.), Re- 
search Member, Connaught Medical Research Lab- 
oratories, and Professor of Virus Infections, School 
of Hygiene, University of Toronto. Second Edition. 
561 pages with illustrations. Baltimore: The Wil- 
liams and Wilkins Company, 1953. Price $8.00. 


It is the purpose of this book to present to students 
of medicine, bacteriology, virology, and public health, 
an account of the essential features of the virus and 
rickettsial diseases of man. This includes the clinical 
aspects, the pathology, diagnosis, etiology, method of 
spread, specific treatment, and prevention of this 
group of diseases. While the important clinical as- 
pects of every disorder have been considered, con- 
siderable emphasis has been placed on gathering the 
available knowledge concerning the properties of the 
respective viruses and rickettsiae, and their laboratory 
diagnosis. Revisions and additions have been made in 
this edition, and bibliographies appended to each 
chapter. Some very fine electron micrographs have 
also been reproduced in this book, which contains a 
succinct presentation of a rapidly advancing science. 


Modern Concepts of Leprosy. By Harry L. Arnold, 
Jr., M.D., F.A.C.P., Department of Dermatology, 
Straub Clinic, Honolulu, Hawaii. A Monograph in 
American Lectures in Dermatology. Edited by Ar- 
thur C. Curtis, M.D., Chairman, Department of 
Dermatology and Syphilology, University of Mich- 
igan, Ann Arbor, Michigan. Publication Number 145. 
105 pages with illustrations. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1953. Price $3.75. 


There has long been a need for a comprehensive 
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but brief monograph on leprosy. To this task an out- 
standing dermatologist has contributed from extensive 
clinical experience. 

In the introduction Arnold has modestly set as 
his goal a book for the general medical reader, written 
from the point of view of the practicing dermatologist 
rather than of the leprologist, implying, in effect, a 
project accentuating the leprosy patient rather than 
the “biology” of the disease. From this background 
emerges a book which, for lucidity, logical organiza- 
tion and facile style may well serve as a model of 
distinguished medical writing. (As editor of the Hawaii 
Medical Journal, Arnold knows a great deal about 
effective writing.) 

The text is divided into nine chapters dealing with 
etiology, epidemiology, classification and nomencla- 
ture, diagnosis, treatment, and prevention. Three ex- 
cellent chapters on diagnosis cover the general symp- 
tomatology of the disease and discuss in detail lepro- 
matous leprosy and tuberculoid leprosy. The lepro- 
min reaction is commendably presented. 

Physicians of Florida, Louisiana, Texas, and Cali- 
fornia particularly should be aware of the existing foci 
of leprosy in their states. This is by far the most 
useful book in English on leprosy today. 


Books Received 


Resusitation of the Newborn. By Joseph D. Russ, M.D., 
F.A.A.P., Assistant Professor of Pediatrics, Tulane University 
School of Medicine, Senior Pediatrician, Touro Infirmarv, 
New Orleans, Louisiana. Fdited bv John Adriani. M.D., Di- 
rector, Department of Anesthesia, Charitv Hospital, New Or- 
leans, Louisiana. Publication Number 193, American Lecture 
Series. 55 pages with illustrations. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1953. Price $2.50. 


Planning Guide For Radiologic Installations. By the Com- 
mittee on Planning of Radiologic Installations of the Com- 
mission on Public Relations of the American College of 
Radiology. Wendell G. Scott, M.D., Chairman, Associate Pro- 
fessor of Clinical Radiology, Washington Universitv School of 
Medicine, St. Louis, Missouri. 336 pages with illustrations. 
Chicago: The Year Book Publishers, Inc., 1953. Price $8.00. 


Pathology. Edited by W. A. D. Anderson, M.A., M.D., 
F.A.C.P., Professor of Pathology and Chairman of the De- 
partment of Pathology, University of Miami School of Medi- 
cine: Director of the Pathology Laboratories. Jackson Me- 
morial Hospital, Miami. Second Fdition. 1.393 pages with 
illustrations. St. Louis: The C. V. Mosby Company, 1953. 
Price $16.00. 


Autopsy Diagnosis of Congenitally Malformed Hearts. By 
Maurice Lev, M.D., Pathologist and Chief of Research Lab- 
oratories, Mount Sinai Hospital of Miami, Miami Beach, Flor- 
ida; and Associate Professor of Pathology, University of Miami 
School of Medicine, Coral Gables, Florida. 194 pages with 
illustrations. Springfield, Ilinois: Charles C. Thomas, Pub- 
lisher, 1953. Price $7.50. 


Physiological Cardiology. By Arthur Ruskin, M.D., F.A.C.P., 
Associate Professor of Internal Medicine, University of Texas 
Medical Branch, Galveston, Texas. Publication Number 184, 
American Lecture Series. 370 pages with illustrations. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1953. Price $8.00. 


Nash’s Surgical Physiology. By Joseph Nash, M.D., Late As- 
sistant Professor of Clinical Surgery, New York University 
College of Medicine; Associate Visiting Surgeon, Bellevue Hos- 
pital, New York. Revised and edited by Brian Blades, M.D., 
Professor of Surgery, The George Washington University 
School of Medicine, Washington, D. C. Second Edition. 686 
pages with illustrations. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1953. Price $12.50. 


The Practical Management of Diabetes. A Monograph in 
American Lectures in Metabolism. By Edward Tolstoi, M.D., 
iate Professor of Clinical Medicine, Cornell University 
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Medical College; Attending Physician and Chief, Diabetic Hos- 
pital, The New York Hospital. Publication Number 199, 
American Lecture Series. 93 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1953. Price $8.25. 


Diseases of Women. By Ten Teachers. Under the direction 
of Frederick W. Roques, M.D., M.Chir., F.R.C.S., F.R.C.O.G. 
Edited by Frederick W. Roques, John Beattie, and Joseph 
Wrigley. Ninth Edition. 480 pages with illustrations. Balti- 
more: The Williams and Wilkins Company, 1953. Price $6.50. 


Physiological Methods in Clinical Practice. A Monograph in 
American Lectures in Medicine. By William S$. Middleton, 
M.D., Department of Medicine, University of Wisconsin 
Medical ; Publication Number 216, American Lecture 
Series. 40 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1953. Price $1.00. 


Review of Physiological Chemistry. By Harold A. Harper, 
Ph.D., Professor of Biochemistry, University of San Francisco; 
Lecturer in Surgery, University of California School of Medi- 
cine, San Francisco; Biochemist Consultant to Metabolic Re- 
search Facility, U. §S. Naval Hospital, Oakland, California. 
Fourth Edition. 328 pages with illustrations. Los Altos, Cali- 
fornia: Lange Medical Publications, University Medical Pub- 
lishers, 1953. Price $4.00. 


Diagnosis of Acute Abdominal Pain. By William Requarth, 
M.D., Clinical Assistant Professor of Surgery, University of 
Illinois College of Medicine. 243 pages with illustrations. Chi- 
cago: Year Book Publishers, Inc., 1953. Price $5.00. 


Essentials of Medical Research. By Wallace Marshall, M.D., 
Charter member of the American Federation for Clinical Re- 
search; Chairman of the Research Board, Wisconsin Academy 
of General Practice. With an introduction by Thurston Wel- 
ton, M.D., Editor, The American Journal of Surgery. 176 
pages. New York: Vantage Press, Inc., 1953. Price $3.00. 


The Conquest of Plague. A Study of the Evolution of Epidemi- 
ology. By L. Fabian Hirst, M. D. (Lond.). 478 pages with 
illustrations. New York: Oxford University Press, 1953. Price 
$11.00. 


Mother and Baby Care in Pictures. Bv Louise Zabriskie, 
R.N., Director, Maternity Consultation Service, New York, 
New York. Fourth Fdition. 244 pages with illustrations. 
Philadelphia: J. B. Lippincott Company, 1953. Price $3.00. 


Diagnosis and Localization of Brain Tumors. A clinical and 
experimental study emploving fluorescent and _ radioactive 
tracer methods. By George FE. Moore, M.D.. Ph.D., Director, 
Roswell Park Memorial Institute: Associate Professor, Depart- 
ment of Surgery, Buffalo University School of Medicine, Buf- 
falo, New York. 217 pages with illustrations. Sprinefield, 
Illinois: Charles C. Thomas, Publisher, 1958. Price $10.50.. 


Clinical Roentgenology. Developmental and Systemic Condi- 
tions and Local Lesions in the Extremities. By Alfred A. De 
Lorimier, M.D., Radiologist, Saint Francis Memorial Hosnital, 
San Francisco; Consultant in Radiology for the United States 
Army, at the Letterman Armv Hospital: Consultant in Radi- 
ation Therapy for the United States Public Health Service at 
the U. S. Marine Hospital. San Francisco: Henrv G. Moehring. 
M.D., Radiologist, Duluth Clinic, Duluth, Minnesota: and 
John R. Hannan, M.D.. Radiologist, Cleveland, Ohio: Radiol- 
ogist, Lake County Memorial Hospital, Painesville, Ohio. 
Volume 1. 492 pages with illustrations. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1953. Price $18.50. 


The Size and Growth of Tissue Cells. A Monograph in Amer- 
ican Lectures in Physics. Bv Joseph G. Hoffman, Ph.D., Di- 
rector of Cancer Research, Roswell Park Memorial Institute; 
Research Professor of Biophysics, School of Medicine, Uni- 
versity of Buffalo; Consultant, Los Alamos Scientific Labora- 
tory, University of California. Los Alamos, New Mexico. 
Fdited by Otto Glasser, Ph.D.. Department of Biophysics, 
Cleveland Clinic Foundation, Cleveland, Ohio. Publication 
Number 172, American Lecture Series. 102 pages with illus- 
trations. Springfield, Mlinois: Charles C. Thomas, Publisher, 
1953. Price $4.00. 


An Approach to General Practice. By R. J. F. H. Pinsent, 
M.A., M.D. (Cantab.). With a Foreword by Sir Lionel Whitby, 
C.V.O., M.C., Regius Professor of Physics, University of Cam- 
bridge. 166 pages. Baltimore: The Williams and Wilkins 
Company, 1953. Price $3.50. 


Textbook of Physiology and Biochemistry. By George H. Bell, 
B.Sc., M.D. (Glasg.), F.R.F.P.S.G., F.R.S.E., Professor of Physi- 
ology in the University of St. Andrews at University College, 
Dundee; J. Norman Davidson, M.D., D.Sc. (Edin.), F.R.F.P.S.G., 
F.R.1.C., F.R.S.E., Gardiner Professor of Physiological Chem- 
istry in the University of Glasgow; and Harold Scarborough, 
M.B., Ph.D. (Edin.), F.R.C.P.E., Professor of Medicine in the 
Welsh National School of Medicine of the University of Wales 
and Director of the Medical Unit in the Royal Infirmary, 
Cardiff. Second Edition. 1,002 pages with illustrations. Balti- 
more: The Williams and Wilkins Company, 1953. Price $10.00. 
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Southern Medical News 


ALABAMA 


American Cancer Society, Southern Division, will be held 
in Birmingham, Tutwiler Hotel, January 27 and 28, under 
the sponsorship of the American Cancer Society, Southern Di- 
vision, the Medical Association of the State of Alabama, the 
Medical College of Alabama, the Seventh District Dental So- 
-_ (Jefferson County), and the Jefferson County Medical 

lety. 


Jefferson County Medical Society has elected Dr. Harold E. 
Simon, president; Dr. Robert A. Hamrick, vice-president; and 
Dr. W. E. Coleman, secretary-treasurer, re-elected, all of Bir- 
mingham. Dr. Hughes Kennedy, Jr., Birmingham, was elected 
to the board of censors. 

Dr. James S. McLester, Birmingham, was awarded the Joseph 
Goldberger award for ‘‘outstanding contributions in the field of 
clinical nutrition” by the board of trustees of the American 
Medical Association at its recent meeting held in St. Louis, 
Missouri. Dr. McLester is the fourth man in history and the 
second in the South to hold this award which includes a gold 
medal and $1,000. 

Thuss Clinic, Dr. William G. Thuss, Sr., director, Birming- 
ham, is adding an annex which will be used as a laboratory, 
examining room, physiotherapy room and as additional office 
space. The clinic is devoted exclusively to industrial and ortho- 
pedic surgery. 

Dr. Robert K. Oliver, Montgomery, has been elected secre- 
tary of the Southern Trudeau Society. 

Dr. J. Wilbert Edgerton took over his duties January Ist 
as director of the Alabama Mental Health Association, with 
headquarters in the Public Health Building, Birmingham, 
succeeding Dr. Gwen McWhorter, who resigned recently. Dr. 
Edgerton was formerly director of the mental hygiene division 
to the County Health Unit at Davtona Beach, Florida. Dr. 
Fred Couey, Montgomery, is president of the association. 


ARKANSAS 


Dr. W. E. Morris, formerly associate dean of the University 
of Arkansas School of Medicine. Little Rock, has returned to 
private practice with offices in the Baptist Medical Arts Build- 
ing, Little Rock. 

Dr. Barton A. Rhinehart has opened an office in the 
Donaghey Building, Little Rock, for the practice of roentgen- 
ology and electrocardiography. 

Dr. Thomas F. Townsend is associated with Dr. J. Clyde 
Hart, Jr., Pine Bluff, in the practice of medicine. 

Dr. William M. Owen, formerly of Ava, Missouri, is located 
at Blytheville. 

Dr. Fred D. Switzer, formerly of DeQueen, is with the Mc- 
Alester Clinic, McAlester, Oklahoma. 

Dr. Frank G. Kumpuris, Little Rock, announces the associ- 
ation of Dr. Bill D. Stewart in the practice of general, thoracic 
and cardiovascular surgery, offices in the Waldon Building. 

Dr. W. E. Knight has returned to practice with the Holt- 
Krock Clinic, Fort Smith, since being released from military 
service. 

Physicians newly located in Arkansas are: Drs. L. E. Fd- 
wards, Crossett; Bruce Ellis, Stephens; W. A. Bullock, Ola; 
and C. G. Swingle, Marked Tree. 


DISTRICT OF COLUMBIA 


George Washington University Hospital, Washington, was 
presented on November 9 a $1,500 cardioscope, which is one 
of the most recently developed instruments for detecting heart 
disease, and is the only one of its kind in the Washington 
area. It was presented by Howard B. Fonda, senior vice- 
president of the Burroughs-Wellcome pharmaceutical firm of 
Tuckahoe, New York, to Dr. Walter A. Bloedorn, medical 
director of the Hospital, and Dr. Charles S. Coakley, director 
of the Hospital's Anesthesiology Department. 

Dr. James J. Leonard, Washington, has been awarded the 
Washington Heart Association’s first clinical fellowship in 
cardiology. 

Georgetown University, Washington, has been donated a 
collection of manuscripts, comprising 60 cases of papers, of 
the late Dr. Alexis Carrel, French surgeon and Nobel Prize 
winner, by the surgeon's widow. 

Dr. Charles P. Howze, Washington urologist since 1929, 
opened an office in Charlottesville, Virginia, in November for 
the practice of his specialty. 
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Dr. Charles P. Ryland, Washington, president of the District 
of Columbia Rheumatism Society, attended the Eighth Inter- 
national Congress of Rheumatic Diseases in Geneva, Switzer- 
land, and while in Europe he toured England and France. 

The 27th Scientific Sessions of the American Heart Associ- 
ation will not be held at the usual time, but will take place 
following the 2nd International Congress of Cardiology in 


September. The International Congress of Cardiology will 
be held in Washington, September 12-15, and the Scientific 
Sessions of the American Heart Association will also be held 
in Washington, September 16-19. 


FLORIDA 


Southeastern Division regional meeting of the United States 
Section of the International College of Surgeons will be held 
in West Palm Beach, Pennsylvania Hotel, January 29-30. Dr. 
Lloyd J. Netto, West Palm Beach, will preside at the morning 
session and Dr. William G. Stephenson, Chattanooga, Tennes- 
see, at the afternoon session on the 29th; Dr. Raymond S. Roy, 
West Palm Beach, will preside at the morning session, and Dr. 
Arnold Jackson, Madison, Wisconsin, president-elect of the 
U. S. Section of the College, will preside at the afternoon 
session on the 30th. 

University of Florida will hold its eighth annual Midwinter 
Seminar in Ophthalmology and Otolaryngology in Miami 
Beach, Sans Souci Hotel, the week of January 18. The lectures 
on ophthalmology will be presented on January 18, 19 and 20, 
and those on otolaryngology on January 21, 22 and 23. 

Dr. Joshua C. Dickinson, Tampa, has been named president- 
elect of the American Roentgen Ray Society. 

Dr. William T. Sowder, Jacksonville, has been reappointed 
State Health Officer for a four-year term ending September 
1957. 

Drs. Manuel A. Schofman, Miami, and James H. Mendel, 
Jr., South Miami, have resumed practice after attending an 
intensive course in otolaryngology at the University of Illinois 
Graduate School of Medicine, Chicago. 

Dr. Irvin Seaman has opened an office in Coral Gables 
for the practice of obstetrics and gynecology. 

Dr. William T. Mixson has opened offices in Miami for the 
limited practice of obstetrics and gynecology. On Tuesdav and 
Friday afternoons he will be in Coral Gables at the University 
Clinic. 

Dr. Tom C. Frell has opened an office in Hialeah, resuming 
the practice of general medicine. 


GEORGIA 


Georgia Society of Anesthesiologists has elected Dr. C. M. 
Westerfield, Savannah. president; Dr. Lloyd Osteen, Savannah, 
vice-president; and Dr. J. Waters, Augusta, secretary- 
treasurer. 

Georgia Orthopedic Society has elected Dr. Fred G. Hodgson, 
Atlanta, president; Dr. T. P. Waring, Savannah, vice-president; 
and Dr. Goodrich Henry, Augusta, secretary-treasurer. 

Georgia Heart Association has elected Dr. Joseph C. Massee, 
Atlanta, president; and Dr. Ellison R. Cook III, Savannah, 
president-elect. Dr. Lamont Henry is secretary. The 1954 
meeting will be held in Savannah. 

Emory University School of Medicine’s recent faculty pro- 
motions include Dr. D. R. Ginder to associate professor of 
bacteriology; Dr. Hamil Murray to clinical assistant professor; 
and Dr. Israel R. Berger, assistant professor of radiology. 

Dr. Wilton M. Fisher, Atlanta, formerly of the U. S. Public 
Health Service, is with the Veterans Administration in Wash- 
ington, District of Columbia. 

Drs. James Hughes and David F. James, Atlanta, announce 
their association for the practice of internal medicine. 

Dr. Jabez Jones, Savannah, who has practiced medicine for 55 
years and was medical director at Telfair from 1912 to 1945, 
has retired from active practice. 

Drs. Ellison R. Cook III, C. A. Henderson and R. B. Gotts- 
chalk, Savannah, have been named to a committee to formu- 
late plans for the establishment of a local physical medicine 
and rehabilitation center. 

Dr. Winston E. Burdine, Atlanta, has opened an office in 
the Medical Arts Building, Atlanta, for the practice of psy- 
chiatry. 

Dr. C. Dan Bowdoin, Atlanta, Director, Division of Venereal 
Disease Control, Georgia Department of Public Health, was 
presented an honorary life membership by the American Social 
Hygiene Association at the annual meeting of the Georgia 
Social Hygiene Council in Atlanta. 


Dr. W. P. Smith, Jr., formerly of Newnan, is practicing 
surgery in Philadelphia, Pennsylvania. 


Continued on page 90 
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To the Members of the Southern Medical Association: 


As your President for 1953-1954 I wish to greet you 
and to thank each and every member most sincerely 
for the privilege of serving the Association in the year 
ahead. 


It is well to recall that the President of an organi- 
zation in which a tenure of office is limited to a 
specified time serves only as one link in the chain of 
continuity of existence and progress of that organiza- 
tion. He may strengthen or weaken that chain by his 
own acts or by the support or failure of the support 
of his fellow members. 


The enthusiastic interest of the members of the 
Southern Medical Association in its activities since the 
founding of the organization is responsible for the 
continued growth, for the great success of the scientific 
programs and for the fine professional influence exist- 
ing throughout the area of its activities. I am certain 
that there will be no decline of interest in the coming 
year and that your officers will have the full support 
of the membership so that the Association may more 
effectively fulfill its obligation to the medical profes- 
sion and to the public. 

The Forty-Seventh Annual Meeting of the Associ- 
ation, which was held in Atlanta, Georgia, in late 
October, demonstrated this interest. We are sincerely 


MESSAGE FROM THE PRESIDENT 


grateful to the members of the local Committees and to 
the general membership who were responsible for this 
outstanding meeting through contributions to the 
scientific exhibits, through the section programs and 
through the hospitality which was in evidence every- 
where and throughout the duration of the meeting. 
The memory of this hospitality will long remain 
with us. 


It is fitting for us who take over the offices of the 
Association to express our personal gratitude and ap- 
preciation and that of the Southern Medical Associ- 
ation to those officers and Councilors whose duties 
terminated with the Atlanta meeting. The contribu- 
tions which they have made in time, energy and in- 
terest to the affairs of the Association can never be 
fully evaluated but they speak with silent eloquence 
of the spirit that exists among the members of this 
Association. 


At this time it is my wish for you and your families 
that the New Year will bring the blessings of peace, 
happiness and success and opportunities for further 
service to those with whom you may come in contact 
in the year ahead. 


ALPHONSE McMAHON, M.D., President 


St. Louis, Missouri, December 10, 1953. 
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Continued from page 88 


Dr. Charles B. Shiver, Augusta, has opened offices for the 
practice of internal medicine. 

Dr. C. T. Hardman has retired as physician for the Georgia 
Power Company plant, Tallulah Falls. He will continue his 


private practice in the community. 
KENTUCKY 
Kentucky State Medical Association at its annual meeting 
installed Dr. J. Duffy Hancock, Louisville, president; and 


elected Dr. Clyde C. Sparks, Ashland, president-elect; Drs. 
Robert O. Joplin, Louisville, Wyatt Norvell, New Castle, and 
Leon Higdon, Paducah, vice-presidents; and Dr. Bruce Under- 
wood and Dr. Woodford B. Troutman, both of Louisville, were 
re-elected for five-year terms as secretary and _ treasurer, 
respectively. 

University of Louisville School of Medicine, Louisville, an- 
nounces the following appointments: Dr. Earl F. Hoerner, 
acting chairman of the department of physical medicine and 
rehabilitation, and acting director of the Rehabilitation Center; 
Dr. Donald A. Covalt, clinical director of the Institute of 
Physical Medicine and Rehabilitation, New York University- 
Bellevue Medical Center, as consultant to the department of 
physical medicine and rehabilitation, and to the Rehabilitation 
Center; and Dr. Hugh B. Lynn, Newark, New Jersey, as 
assistant professor of surgery. 

Kentucky Chapter of the American College of Chest Phy- 
sicians has elected Dr. John S. Harter, president; Dr. Lawrence 
A. Taugher, vice-president; and Dr. Alvin B. Mullen, secretary- 
treasurer, all of Louisville. 

Mrs. R. Haynes Barr, Owensboro, received the Kentucky 
State Medical Association's Distinguished Service Medal post- 
humously for her late husband. This is the first time this 
medal was conferred on a deceased member. Dr. Barr died 
May 5, 1953. 


Dr. J. I. Greenwell, New Haven, who has spent his entire 
practice of more than 50 vears in Nelson County and con- 
templating retirement in the near future. was named “‘Familv 
Doctor of the Year’ bv the American Medical Association at 
the Clinical Session in St. Louis. Missonri, December 1-4. He 
was also selected as Kentucky's outstanding general practitioner 
of the vear bv the State Association and was presented the first 
scroll awarded for this distinguished honor. 

Kentucky Pevchiatric Association ha« elected Dr. Arthur 
Kasev. Louisville. president: Dr. Carl Wiesel, Lexington. vice- 
president; and Dr. Donald M. Moore, Louisville, secretarv- 
treasurer. 

Kentucky Chapter of the American Academy of Pediatrics 
has elected Dr. Lee Palmer. Louisville, state chairman: Dr. 
Richard G. Elliott, Jr., Lexington. alternate state chairman: 
and Dr. Margaret A. Limper, Louisville, secretary-treasurer. 

The new Kentucky Chapter of the American College of 
Surgeons has elected Dr. M. J. Henry, Louisville, president: 
Dr. Francis Massie, Lexington, vice-president; and Dr. T. J. 
Drve, Louisville, secretary. 

The annual meeting of the Industrial Health Congress of 
the American Medical Association will be held in Louisville. 
February 23-25. This is the second time the Congress has 
chosen a Southern city to hold its meeting. Three years ago 
Atlanta, Georgia, was the site selected. 

Kentucky Obstetrical and Gvnecologic Society will hold its 
sixth annual meeting in Frankfort, April 1 and 2. 

Louisville Eye and Far Society has elected Dr. Joseph TI. 
Wynn, president; Dr. Wynant Dean, vice-president; and Dr. R. 
Glen Boles, secretary-treasurer. 

Dr. George David McClure, after being released from military 
service, has reopened an office in Louisville for the practice 
of ophthalmology. 


LOUISIANA 


The Council on Postgraduate Medical Education Association 
of the American College of Chest Physicians, in cooperation 
with the respective state chapters of the College as well as the 
staffs and faculties of the local hospitals and medical schools, 
will sponsor the Second Regional Postgraduate Course on Dis- 
eases of the Chest in New Orleans, February 15-19, and the Sev- 
enth Annual Postgraduate Course on Diseases of the Chest will 
be held in Philadelphia, Pennsylvania, Bellevue-Stratford Hotel, 
March 15-19. Further information may be secured by writing 
to the Executive Director, American College of Chest Phy- 
sicians, 112 East Chestnut Street, Chicago 11, Illinois. 


Dr. James T. Nix, New Orleans, was elected first vice- 


president of the National Gastroenterological Association at its 
annual meeting held in Los Angeles, California, recently. The 
next meeting of this association will be held in Washington, 
District of Columbia, 


in October. 
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Dr. Leon J. Menville, emeritus professor of radiology, 
Tulane University School of Medicine, New Orleans, was 
recently made an honorary member of the Radiological Society 
of North America. This honor has been conferred on only 
eight persons during the 38 years of its existence. 

Dr. William A. Sodeman, professor of preventive tropical 
and semitropical diseases and hygiene, Tulane University School 
of Medicine, New Orleans, has been appointed chairman of 
the department of medicine, University of Missouri School of 
Medicine, Columbia. 

Dr. Harold J. Jacobs, formerly clinical instructor of internal 
medicine, Louisiana State University School of Medicine, New 
Orleans, has been appointed director of the cardiac and pul- 
monary laboratories and also director of medical education at 
De Paul Hospital, Norfolk, Virginia. 

Dr. Ernest Carroll Faust (Ph.D.), New Orleans, has been hon- 
ored as “the man who has had the greatest influence on the 
development of human parasitology in the United States in this 
generation.”” He has completed a quarter century as professor 
of parasitology in the Tulane University School of Medicine. 
A portrait of Dr. Faust, sponsored by his associates and stu- 
dents, was presented to the School by Dr. J. S. D’Antoni and 
was accepted by Dr. Maxwell E. Lapham, dean of the School 
of Medicine. 

Dr. James Allen, professor of ophthalmology, Tulane Uni- 
versity School of Medicine, New Orleans, has been elected 
chairman of the newly formed National Committee for Re- 
search in Eye Diseases and Disabilities. This is an organiza- 
tion opening a new era in the nation’s effort to reduce the 
number of persons handicapped through eye disorders. 


Dr. Sydney Jacobs, New Orleans, has been elected 
president of the Southern Trudeau Society. 

Louisiana State University School of Medicine, New Orleans, 
has two new department heads: Dr. Hugh Thompson Beacham, 
professor and head of the department of urology; and Dr. 
C. Barrett Kennedy, professor and head of the department 
of dermatology. 


vice- 


MARYLAND 


Mount Pleasant Hospital, Baltimore, is the third completed 
unit of the $16,000,000 Jewish Medical Center expansion pro- 
gram of the Associated Jewish Charities. It is a 54-bed hos- 
pital for tuberculosis and other pulmonary diseases. Final 
plans for the new Sinai Hospital are exnected to be readv bv 
next fall, at which time ground will be broken for Sinai’s 
first six buildings. The new Jewish Medical Center will give 
Baltimore its third maior medical center. It will have a total 
capacitv of 745 beds, 231 at Levindale, 54 at Mount Pleasant 
and 460 at Sinai. 

Dr. John C. Devers has opened an office in Frostburg for 
the practice of medicine. 

Dr. George M. Simons has returned to Cumberland after 
being released from military service. 


MISSISSIPPI 


The first annual Conference of Officers, held in Jackson 
recently, was attended by more than 60 physicians of the 
Mississippi State Medical Association. This was a non-scientific, 
interim meeting for the consideration of organizational matters. 
Dr. M. Q. Ewing, Amory, president of the State Association, 
presided. 


MISSOURI 


St. Louis Pediatric Society has elected Dr. Harrv E. Wachter, 
president: Dr. Raymond J. LeDriere, vice-president; and Dr. 
Leo F. Gowen, secretary-treasurer. 

Dr. Cyrus E. Burford, St. Louis, has been honored as recipi- 
ent of the 1953 Distinguished Service Award, presented by the 
Mississippi Valley Medical Society, an award given annuallv 
to a member of the society ‘“‘who has rendered unusual and 
distinguished service to the medical profession.” 

Dr. Arthur S. Bristow, Princeton, a past-president of the 
Missouri State Medical Association, was elected president-elect 
of the Mississippi Valley Medical Society at its recent annual 
meeting, and Dr. Preston G. Hall, St. Louis, was elected third 
vice-president. 

Washington University School of Medicine, St. Louis, has 
been awarded a grant of $15,856 by the Lasdon Foundation, 
Inc., Yonkers, New York, for research in certain phases of 
hypertension and other vascular diseases, under the direction 
of Dr. Henry A. Schroeder, St. Louis. 

Dr. Theodore E. Walsh, St. Louis, was elected a_ vice- 
president of the American Academy of Ophthalmology at its 
recent meeting held in Chicago. 
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DR. FRANK KELLS BOLAND 
IN MEMORIAM 


One of the early gifted and dynamic work- 
ers in the Southern Medical Association was 
Frank Boland. Born in Indianapolis May 3, 
1875, of a Canadian father and an Ohio 
mother, he was brought to Atlanta as an in- 
fant, and spent most of his life in that city, 
where his father practiced medicine for many 
years. He was educated in Georgia schools, 
was president of his class at the University of 
Georgia where he was graduated in 1897. In 
college he was both a football player and a 
violinist. He attended the Atlanta College of 
Physicians and Surgeons, now Emory Univer- 
sity School of Medicine, and did postgraduate 
work at Johns Hopkins under Osler and the 
distinguished group of that time. He was Pro- 
fessor of Surgery at Emory University School 
of Medicine from 1921 to 1930. During World 
War I he served as Lieutenant Colonel in the 
Medical Corps in France. He was a leading 
surgeon in Georgia, throughout the South, 
and in national surgical organizations. He 
was also preeminent as medical historian. 
Throughout his medical career he was in- 


DR. BOLAND—IN MEMORIAM 


tensely interested in winning for Dr. Craw- 
ford W. Long recognition as the first to use 
ether anesthesia; and largely as a result of his 
efforts, Dr. Long’s statue was placed in the 
Hall of Fame at Washington. 


At the Baltimore meeting of the Southern 
Medical Association in 1936, he was elected 
president to preside in 1937 in New Orleans. 

Dr. Boland was a member of the American 
College of Surgeons, the American Surgical 
Association, Chi Phi fraternity, Phi Beta 
Kappa, Phi Chi, Omicron Delta Kappa, the 
Rotary Club and the Piedmont Driving Club. 


In Trinity Methodist Church he had served 
on the board of stewards. 


Surviving are his widow, Mollie Leila Hor- 
sley Boland, formerly of West Point, Georgia, 
two sons, Dr. F. Kells Boland, Jr., and Dr. Jo- 
seph H. Boland, both of Atlanta, a sister and 
four grandchildren. 


The House of Delegates of the American 
Medical Association at the Clinical Session in 
St. Louis, Missouri, on Tuesday, December 1, 
passed the following resolution by a unani- 
mous standing vote: 


Whereas, Frank Kells Boland, a leading figure in the 
field of surgery for half a century, died November 11. 
He was nationally known for his research in the history 
of anesthesia. It was through his efforts that Dr. 
Crawford W. Long was recognized as the discoverer 
of ether anesthesia. He was author of the book, “The 
First Anesthetic,” published in 1950; and 


Whereas, he was interested in the history of medi- 
cine in Georgia, and was also author of a book on 
that subject. He was a past president of the Atlanta 
Historical Society, and was a member of numerous 
civic and fraternal organizations. He was a great 
leader in medical and surgical societies, having served 
as president of county, state and medical alumni or- 
ganizations, and was also Southeastern Governor of the 
American College of Physicians and Surgeons; and 

Whereas, in the passing of this great medical leader, 
teacher of surgery, Georgia, the South and the nation 
has lost one of its outstanding citizens. Dr. Boland, 
until the last, was always ready to serve his patients 
and all who called upon him for help. He never 
turned down a patient’s call and is truly said that the 
spirit of service self exemplified the man whose death 
will be mourned by all who knew him; therefore, 


Be it resolved, that the House of Delegates of the 
American Medical Association wishes to express its 
feeling of an irreplaceable loss in the death of Dr. 
Frank Kells Boland on November 11, 1953, and be it 
further resolved, that a copy of these resolutions be 
forwarded to the family of our deceased friend. 
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Dr. Evarts A. Graham, St. Louis, has been elected president 
of the International Congress of Surgeons. The Congress 
meets every two vears and will meet in Copenhagen in 1955. 
It is the regular meeting of the old and respected Societe 
Internationale de Chirurgie 

At a recent meeting of the American Urological Association, 
South Central Section, Dr. Irwin $8. Brown, Kansas City, was 
elected secretary-treasurer; Dr. R. Lee Hotfman, Kansas Citv, 
representative to the executive committee; and Dr. Grayson 
Carroll, St. Louis, representative to the national editorial board. 

Dr. Harry B. Neis, formerly of Harrisonville, has opened an 
office for practice in Olathe, Kansas. 

Dr. George Johns, who has been serving as superintendent 
on a temporary basis of the Missouri State School at Marshall, 
has been appointed superintendent by the state division of 
mental diseases. 

Dr. Robert A. Moore, dean, Washington University School 
of Medicine, St. Louis, has been named to the post of vice- 
chancellor of the schools of the health professions at the 
University of Pittsburgh School of Medicine, Pittsburgh, 
Pennsylvania. 

Dr. Arthur H. Chapman, formerly with the U. 
Health Service in Texas, is psychiatrist at the newly 
unit at Children’s Mercy Hospital, Kansas City. 

Dr. James F. Maddux, Kansas City, has been appointed 
medical director and staff psychiatrist, Sheltering Arms Child 
Guidance Center, St. Joseph. He is also regional consultant in 
psychiatry for the United States Public Health Service. 

Dr. G. Wilse Robinson, Jr., Kansas City, has been re- 
elected editor of the Mid-Continent Psychiatric Association 
News Bulletin. 

A portrait of the late Dr. E. H. Skinner was recently un- 
veiled in the Library of Medicine at the University of Kansas 
Medical Center. 

A 17-county free heart clinic has been opened in St. John's 
Hospital, Springfield, sponsored by the Ozark Regional Heart 
Association and controlled by the Greene County Medical 
Society. 

Dr. R. C. Sunderman, St. Louis, has been awarded a certifi- 
cate for outstanding service in the placement of handicapped 
workers on jobs they are capable of performing, by the chair- 
man of the Greater St. Louis Committee on National Employ 
the Physically Handicapped Week, on behalf of the President's 
Committee, U. S. Department of Labor. Dr. Sunderman is 
medical director of the United States Defense Corporation, 
contractor-operator of the Ammunition Division of the St. 
Louis Ordnance Plant, and other organizations. 

Dr. John C. Morfit, former health commissioner and twice 
president of the St. Louis Medical Society, and Dr. Garnet C. 
Lyttle, a pioneer industrial surgeon, have been awarded certi- 
ficates for outstanding service as physicians, humanitarians, 
teachers, and patriotic citizens by the Vitale Foundation. 


S. Public 
opened 


NORTH CAROLINA 
The North Carolina Orthopedic Association has elected 
Dr. Julien E. Jacobs, Charlotte, president; Dr. Everett I. 
Bugg, Durham, vice-president; and Dr. George W. Holmes, 
Winston-Salem, secretary-treasurer. 

The first Sectional Meeting of the American 
Surgeons will be held at Charlotte, February 1-3. A_ local 
committee headed by Dr. Thomas D. Sparrow will act as hosts. 

Dr. C. C. Appilewhite, Raleigh, Director of the State Board 
of Health’s Division of Local Health Administration, was hon- 
ored recently when he received the 1953 Carl V. Reynolds 
Award for distinguished service in the field of public health. 
The award was presented by the North Carolina Public Health 
Association at its 42nd annual meeting held at Nag’s Head. 

Dr. Robert W. Williams has opened offices in Wilmington 
for the practice of general and thoracic surgery in association 
with Dr. Lockert B. Mason. 

Dr. Donald H. Lomax has opened an office in Salisbury 
for general practice. 

Dr. D. Russell Perry, Jr., has opened offices in Winston- 
Salem for the practice of pediatrics. 

Dr. William A. Lambeth, Jr., has opened offices in the 
Nissen Building, Winston-Salem, practice limited to internal 
medicine. 


College of 
A 


OKLAHOMA 


Dr. Stewart Wolf, Oklahoma City, was elected 2nd vice- 
president of the American Medical Writers’ Association at 
its tenth annual meeting held recently in Springfield, Illinois. 

A new general hospital at Idabel, McCurtain County Hos- 
pital, constructed at a cost of $310,000, is scheduled for com- 
pletion August 1. It will be owned and operated by the 
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county, and will have a 24-bed normal capacity and com- 
pletely air conditioned. 

_University Hospital, Oklahoma City, Cardiac Clinic for in- 
digent patients, was opened recently which will operate on 
Tuesday and Thursday afternoons. Dr. Robert H. Bayley 
is director of the clinic. 

Dr. Clinton Gallaher, Shawnee, attended the First World 
Conference on Medical Education at London, held under the 
auspices of the World Medical Association in collaboration with 
the World Health Organization, Council for International Or- 
ganizations of the Medical Sciences and the International 
Association of Universities. Dr. Gallaher spent some time in 
Paris before returning to the States. 

Dr. L. W. Ghormley has joined the Osler Clinic, Blackwell. 
Dr. Ghormley is the son of Dr. J. G. Ghormley, one of the 
founders of the clinic. 

Dr. John Moore has joined the staff of the Lindsey-Johnson 
Clinic, Pauls Valley. 

Drs. Ralph Simon and Floyd Simon, Clinton, have opened 
a new completely air conditioned clinic which cost approxi- 
mately $75,000. 

Dr. William A. Vint has opened an office in Pryor for 
medical practice. 

Dr. Edgar Nickell, 
munity recently 
medical practice. 


his com- 
years of 


was honored by 
birthday and 42 


Davenport, 
celebrating his 


SOUTH CAROLINA 


South Carolina Chapter of the American Academy of Gen- 
Practice has installed Dr. Wyman King, Batesburg, 
president; and elected Dr. Kirby D. Shealy, president-elect. 

A new southeastern public health laboratory at Walterboro 
was opened recently which will serve Colleton, Berkeley, Dor- 
chester, Beaufort, Allendale, Jasper, Hampton, Bamberg, and 
Barnwell counties, and is under the direction of Dr. Holland 
M. Carter. ° 

The Medical Arts Building at Charleston, located near the 
Medical College of South Carolina, which will house ten office 
units, is nearing completion. 

Richland County Medical Health Clinic, Columbia, was 
opened recently. Dr. James B. Galloway, practicing psychi- 
atrist of Columbia, is in charge, assisted by Dr. Penrod G. 
Hepfer. 

Plans are under way for the construction of a new 30-bed 
$300,000 hospital at Woodruff. 

T he lounge in one of the two new wings of the Conway 
Hospital, Conway, is furnished in memory of Dr. Archie 
Sasser, who died last winter. An anonymous donor is having 
a large portrait of Dr. Sasser painted to be hung in the 
lounge. 

Physicians recently located in South Carolina are: General 
practitioners—Dr. Rufus K. Nimmons, Seneca; Dr. W. s 
Burroughs, Abbeville; Dr. W. M. Witherspoon, Nichols; Dr. 
Leo Eberle, Clover; Dr. Robert Ramseur, Conway; Dr. James 
John, Abbeville; and Dr. James W. Adams, Iva. Pediatrician 
—Dr. James H. Hanks, Jr., Anderson. Obstetrician and gyn- 
ecologist—Dr. Furman Daniel, Greenwood. 

Dr. James R. Young, Anderson has been elected medical 
director, American Cancer Society’s board of directors, for seven 
Southeastern states. 

Dr. Carl B. Epps, Sumter, who has been secretary-treasurer 
of the Seventh District Medical Society for 32 years, was the 
recipient of a sterling silver pitcher from the society which 
was presented by Dr. C. R. F. Baker, Sumter, president of the 
South Carolina Medical Association. 

Dr. Hugh Smith, Greenville, was elected president of the 
Piedmont Clinical Assembly at its recent annual meeting. 

Dr. David Asbill, Columbia, has been elected president of the 
South Carolina Society for Ophthalmology and Otolaryngology. 

Dr. John A. Hall is associated with Dr. Elliott Finger, 
Marion, as general practitioner and surgeon. 

Dr. E. L. Wooten has opened an office in Columbia for 
the practice of gynecology. 

Dr. W. E. Fender, Jr., has opened an office in Walterboro 
for the practice of medicine. 

Drs. Samuel M. Wilkes and Raymond C. Ramage are asso- 
ciated in practice in Greenville, practice limited to general 
and thoracic surgery. 

Dr. John M. Hardin, who recently moved to Pickens, is 
surgeon on the staff of Cannon Memorial Hospital at Pickens. 

Dr. John P. Allan, formerly of Charlotte, has opened offices 
for general practice of medicine in Lancaster. 

Dr. Sarah ‘Taylor Morrow has been appointed medical 
director, Chester County Health Department. 

Dr. James C. John, Jr., formerly of Norfolk, Virginia, is 
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Ciba 
Penicillin-PBZ 200/so0 


A STEP TOWARD REACTION-FREE PENICILLIN THERAPY 


Penicillin-PBZ 200/so0 


(penicillin 200,000-unit tablets PLLUS Pyribenzamine® HC] 50 mg.) a/027™ 
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| 
| 
to minimize or 
prevent sensitivity reactions | 
to penicillin 


tion of effective, reaction-free penicillin therapy. This new 
product offers all the advantages of high-unitage, oral penicillin 
— plus Pyribenzamine, an antihistamine which has been shown 
to minimize or prevent penicillin sensitivity reactions. 


| 
The introduction of Penicillin-PBZ is another step in the direc- | 


The clinical need for Penicillin-PBZ is evident from the grow- 
ing incidence of penicillin sensitivity reactions. The prophy- 
lactic and therapeutic use of Pyribenzamine for control of these 
reactions has been demonstrated repeatedly. A few examples: 


1 e Simon! observed only 3 reactions in 1237 patients to whom 
Pyribenzamine and penicillin were administered simultane- 
ously, mixed in saline diluent. This finding, the author states, 
“should convince the most skeptical that the rate of reaction 
thus obtained is far below that resulting from the same peni- 
cillin without the antihistamine or from other penicillin 
combinations,” 


2m]. Kesten? observed that Pyribenzamine afforded complete 
relief or suppression of postpenicillin urticarial symptoms in 
88% of cases and concluded that Pyribenzamine is a “most use- 
ful therapeutic agent in allergic symptoms which follow the 
administration of antitoxin or penicillin.” 


3. Loew? reported Pyribenzamine to be “especially effective 
in controlling the urticaria induced by penicillin.” 


Each Penicillin-PBZ 200/50 tablet contains 200,000 units peni- 
cillin G potassium and 50 mg. Pyribenzamine hydrochloride 
(tripelennamine hydrochloride Ciba). Also available: Penicillin- 
PBZ 200/25 tablets (25 instead of 50 mg. Pyribenzamine). Both 
forms in bottles of 36. 


Literature available on request. Write Medical Service Division, 
Ciba Pharmaceutical Products, Inc., Summit, N.J. 


2. SIMON, ANN, ALLERGY 11: 216, 1953. 2. KESTEN, ANN. ALLERGY 6:408, 1948. 3.LObW, MED, CLIN. We 
AM. 34:351, 1950. 
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dways consider ERY LH ROCIN™ 


A 


ORALLY EFFECTIVE 


against staphylococci, streptococci and pneumococci— 
especially indicated when patients are allergic to other 
antibiotics or when the organism is resistant. 


A DRUG OF CHOICE 


against staphylococci—because of the high incidence of 
staphylococci resistant to many other antibiotics. 


A DRUG OF CHOICE 


because it is less likely to alter normal intestinal flora than 
most other antibiotics; gastrointestinal disturbances rare; 
no serious side effects reported. 


USE ERYTHROCIN 


in pharyngitis, tonsillitis, otitis media, sinusitis, bronchitis, 
scarlet fever, pneumonia, erysipelas, pyoderma and certain 
cases of osteomyelitis. 


DOSAGE 


average adult dose is 200 mg. every four to six hours. Spe- 
cially-coated ERYTHROCIN (100 mg. and 200 mg.) tablets 


are available in bottles of 25 and 100, at 
all prescription pharmacies. Try ERYTHROCIN. Obbott 
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practicing medicine in Abbeville, 
the late Dr. E Power. 

Dr. T. E. Fitz, recently of Lakeland, Florida, is practicing 
internal medicine at Rock Hill 


Dr. Dan Moorer, formerly of Darlington, is resident phy- 
sician at the Saunders Memorial Hospital, Florence. 


Dr. George R. Dawson, Jr., Florence, has announced the 
association of Dr. Irl J. Wentz in the piactice of orthopedic 
surgery. 

St. Francis Xavier Hospital, Charleston, has appointed for 
one year Dr. T. E. Bowers, chief of surgery; Dr. Peter Gazes, 
chief of medicine; Dr. A. L. Rivers, chief of obstetrics and 
gynecology; and Dr. B. O. Ravenel, chief of pediatrics. 


Dr. Clay Evatt, Charleston, has retired as president of the 
South Carolina Society of Ophthalmology and Otolaryngology. 


South Carolina Surgical Society has elected Dr. George T. 
McCutchen, Columbia, president; Dr. David A. Wilson, Green- 
ville, vice-president; and Dr. William C. Cantey, Columbia, 
secretary. 


occupying the offices of 


TENNESSEE 


Dr. Robert L. Sanders, Memphis, is the recipient of the 1953 
Honor Award given by the Mississippi Valley Medical Society. 
The Honor Award is given from time to time to non-members 
of the Society ‘“‘who have made distinguished contributions 
to clinical medicine.” 

Dr. John E. Cox, Memphis, was re-elected for a four-year 
term to the Council of the National Gastroenterological As- 
sociation at its annual meeting held recently in Los Angeles, 
California. 

The new Henry County General Hospital, Paris, was dedi- 
cated recently. 


Dr. Hugh J. Morgan, professor of medicine and head of 
the Department of Medicine, Vanderbilt University School of 
Medicine, Nashville, received recently the honorary degree 
of Doctor of Science, conferred by the University of Southern 
California. 

Dr. Robert Berson, assistant dean, Vanderbilt University 
School of Medicine, Nashville, was one of a team of three 
to visit and survey the medical schools and medical education 
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in Colombia, South America, through a request from the 
National University of Bogota, Colombia, to the Institute of 
Inter-American Affairs of the State Department. Dr. Berson 
spent two months in Colombia. 


Obion County General Hospital will be increased from a 
60-bed to a 100-bed capacity by the addition of a new wing. 

Drs. Autry C. Emmert and Arthur Walker, formerly of 
Memphis, have located at McEwen for the practice of medicine. 

Dr. I. N. Kelly, formerly of Arkansas, has located at West- 
moreland for the practice of medicine. 


Dr. Martin K. Costello, Oak Ridge, has taken over the prac- 
tice of Dr. Cordell H. Williams, who has gone to the Uni- 
versity of Pennsylvania for further study. 


Knoxville Area Academy of the Tennessee Academy of 
General Practitioners, organized recently, is headed by Dr. 
J. P. Cullum, Knoxville. 


Dr. John Foley Dee, Murfreesboro, since August 1951 em- 
ployed by the Tennessee State Medical Association as instructor 
in Internal Medicine in its postgraduate educational program, 
has joined the Professional Staff of the Veterans Administra- 
tion Hospital as Assistant Chief, Medical Service. 


Dr. Vernon Hutton, Jr., Nashville, has been named medical 
director of the state prison, and his appointed consultants 
are Drs. Robert L. McCracken, Fred Cowen, Jr., Pierce Ross, 
George Carpenter, S. Benjamin Fowler, Don L. Eyer, John 
Tudor, Herbert Duncan, and Elmore Hill. 

Dr. Douglas A. Ross, formerly senior research engineer with 
the Sanborn Company, Cambridge, Massachusetts, is assistant 
professor, Division of Physiology, University of Tennessee 
Medical Units, Memphis. 

University of Tennessee College of Medicine, announces the 
following appointments: Dr. John A. Irwin, director of the 
Memphis Speech and Hearing Center, as lecturer on audiol- 
ogy, Department of Otolaryngology; and assistants, Drs. J. D. 
Pigott, Division of Surgery; A. L. Bellott, Jr., Division of 
Medicine; Bernard Manuel Kraus, Preventive Medicine; and 
William Ogle, Department of Neurology and Psychiatry. 

Dr. Edward T. Newell, Sr., Chattanooga, co-founder of the 
Newell Hospital, presided at a luncheon held recently honor- 
ing physicians who have trained since 1908 at the hospital. 
More than 60 former internes and residents attended. 


Dr. John H. Lillard has resigned as director of the area 


Continued on page 56 


DERMATOLOGY and SYPHILOLOGY 


A three year course fulfilling all the requirements of 
the American Board of Dermatology and Syphilology. 
Also five-day seminars for specialists, for general prac- 
titioners, and dermatopathology. 


ANATOMY — SURGICAL 


a. ANATOMY COURSE for those interested in pre- 
paring for Surgical Board Examination. This includes 
lectures and demonstrations together with supervised 
dissection on the cadaver. 

b. SURGICAL ANATOMY for those interested in a 
general Refresher Course. This includes lectures with 


demonstrations on the dissected cadaver. Practical 
anatomical application is emphasized. 
ce. OPERATIVE SURGERY (cadaver). Lectures 


on applied anatomy and surgical technique of opera- 
tive procedures. Matriculants perform operative pro- 
cedures on cadaver under supervision. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 
THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


d. REGIONAL ANATOMY for those interested in 
preparing for Subspecialty Board Examinations. 


PROCTOLOGY and GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds, demon- 
stratior! of cases; pathology; radiology; anatomy; 
operative proctology on the cadaver; attendance at de- 
partmental and general conferences. 


ANESTHESIOLOGY 


A three months full time course covering general and 
regional anesthesia with special demonstrations in the 
clinics and on the cadaver of caudal, spinal, field blocks, 
etc.; instruction in intravenous anesthesia, oxygen 
therapy, resuscitation, aspiration bronchoscopy; attend- 
ance at departmental and general conferences. 


o 


1 Brachial cephalic vein 
2 Humerus 
3 Radial nerve 


4 Median cephalic vein; 
articular capsule 


5 Radial collateral 
branch of profunda 
brachii artery 


6 Anterior ulnar recurrent 
artery 


7 Superficial branch of 
radial nerve; ulnar 
lateral ligament 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where AUREOMYCIN may prove useful. 


Sagittal section through the 
21 right elbow joint 
Frontal section of the bones 
7 and joints of the elbow 


8 Annular ligament; 
posterior ulnar 
recurrent artery 


9 Median nerve 


10 Antebrachial cephalic 
vein; radial artery 


11 Volar interosseous 
artery 


12 Antebrachial basilic 
vein; ulnar nerve 


13 Ulnar artery 
14 Ulna 
15 Radius 


16 Brachial artery 


17 Brachial basilie vein 


18 ulnar 
collateral artery 


19 Ulnar nerve 


20 Inferior ulnar 
collateral artery 


21 Median basilic vein 

22 Profunda brachii artery 
23 Articular capsule 

24 Olecranon 

25 Lateral epicondyle 

26 Ulnar lateral ligament 
27 Radial lateral ligament 
28 Annular ligament 


29 Dorsal interosseous 
artery 


30 Interosseous membrane 
31 Fat pad 

32 Synovial membrane 

33 Fibrous capsule 

34 Trochlea 


35 Coronoid process 
of ulna 


36 Ulnar semilunar notch 
37 Epiphyseal line 

38 Capitulum of radius 
39 Medial epicondyle 

40 Articular cavity 
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CHLORTETRACYCLINE 


is indicated in the vast majority 


of acute and chronic 


joint infections of the elbow. 


Oratty: Capsules - Syrup - Drops 


PARENTERALLY: Solutions 


LEDERLE LABORATORIES DIVISION 


AMERICAN Gaanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


* Trade-mark 
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Worcester, Mass. 


*US. Pat. 


| 
| 
® 
INDICATIONS Controls pain, itching and other discomfort asso- 
ciated with burns, abrasions, dermatological lesions, 
cedures, endotracheal intubation, nipple soreness as 
: experienced by lactating mothers, or wherever 
SUPPLIED 35 gram glass jars or 35 gram collapsible: tubes 
available at leading wholesale druggists or sur- 
gical supply houses. 
et Write department G8 for bibliography and professional samples. , 
STR 
AS'TPIRA PHARMACEUTICAL PRODUCTS, INC. 
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The problem of cough control... 


Cough control involves consideration of two factors, that of suppressing 
non-productive coughing which may cause irritation and become a secondary 
cause of intractable coughing, with its by-products of “. . . physical exhaus- 
tion, loss of sleep, aggravation of pleuritic pain, and stress incontinence,”’! 
and, at the same time, of not suppressing cough which clears away excessive 
secretion. In Phenergan Expectorant with or without codeine you have a 
time-proved sedative-expectorant prescription, modernized with Phenergan 
to help achieve the above therapeutic aims. 

1. Hillis, B.R.: Lancet 1:1230-35 (June 21) 1952. 


FORMULA: Each teaspoonful (5 cc.) contains: Chloroform 0.25 min. 
Codeine Phosphate (6 6.) 10.96 mg. Citric Acid mg. 
Phenergan Hydrochloride 5.0 mg. Sodium Citrate 197 mg. 
Fluidextract Ipecac 0.17 min. in a pleasantly flavored syrup base. 
Potassium Guaiacolsulfonate 44 mg. Alcohol 7% 


PHENERGAN® 


Expectorant with Codeine 


Promethazine { N-(2'-dimethylamino-2'-methyl) ethyl phenothiazine! Expectorant with Codeine 
the sedative-expectorant prescription modernized. 1 pint bottles. 


PHENERGAN Expectorant PLAIN (without codeine) 


Formula identical with the above except for omission of codeine. 1 pint bottles. 


Also available: PHENERGAN Expectorant Troches with Codeine and 
PHENERGAN Expectorant Troches Plain (without codeine). Jars of 36. 
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FOR THE PATIENT 
SEEKING RELIEF FROM 
NERVE ROOT PAIN 


Wuen the disturbing and painful symptoms 
of herpes zoster, or the stinging distress of neuritis 
brings the patient to you, quick relief is expected. 
Protamide helps solve this therapeutic problem 


by providing prompt and lasting relief in most 
cases. This has been established by published 
clinical studies, and on the valid test of patient- 
response to Protamide therapy in daily practice. 


NE U RI T IS (Sciatic—Intercostal—Facial) 


In a recent study* of 104 patients, complete relief 
was obtained in 80.7% with Protamide. 49 were dis- 
_.. charged as cured after 5 days of therapy with no sub- 
4 sequent relapse. (Without Protamide, the usual course 
of the type of neuritis in this series has been found to 
be three weeks to over two months.) 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
five to ten days. 


with Protamide therapy resulted in excellent or 

satisfactory response in 78%. (No patient who made 
a satisfactory recovery suffered from postherpetic 
neuralgia.) Thirty-one cases of herpes zoster were 
treated with Protamide in another study.* Good to 
excellent results were obtained in 28. 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
one to four or more days. 


* A folio of reprints of these studies will be sent on request. 


© 


winosor DETROIT 15, Micw. 


: 

ee : HE R P E $ Z0ST E R A study* of fifty patients 
- 
Los ANGE 
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Continued from page 52 


Department of Public Health and has reopened his office in 
Benton for private practice. 


Dr. Clarence Douglas Hawkes, Memphis, was elected president 
of the Neurosurgical Society of America at the annual meeting 
held in Colorado Springs, Colorado, recently, succeeding Dr. 
William F. Meacham, Nashville. 


Dr. John C. Burch, Nashville, has been elected second vice- 
president of the American College of Surgeons. 


TEXAS 


University of Texas Medical Branch, Galveston, announces 
that completion of the new John Sealy Hospital building and 
of the Henry and Rosa Ziegler Memorial Hospital for diseases 
of the chest will increase the bed capacity of the medical 
branch hospitals from 700 to 1,500 


Dr. J. B. Copeland, San Antonio, has been elected to a 
two-year term as chairman of the State Board of Health. Dr. 
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George Turner, El Paso, became vice-chairman, and J. P. 
Burden, San Angelo, re-elected secretary. 


Texas Neuropsychiatric Association will alternate meetings 
annually with the Mexican Neuropsychiatric Society, the meet- 
ings to be held one year in Mexico, and the next in Texas. 
The last meeting was held in Mexico City, November 6-7. 

Dr. H. L. Locker, his wife, and two sons, Dr. S. Braswell 
Locker and Dr. Lewis H. Locker, all of Brownwood, have 
donated the $100,000 Main Hotel in Brownwood to the con- 
solidated Howard Payne and Daniel Baker Colleges. 

Dr. Minnie L. Maffett, Dallas, was recently elected one 
of the two vice-presidents of the American Medical Women’s 
Association. 

Dr. Louis W. Breck, El Paso, was elected second vice- 
president of the Association of Bone and Joint Surgeons at its 
recent meeting held in New Orleans, Louisiana. 

Texas Medical Association has elected Mr. 
Jones, Business Manager. 

Texas Division, American Cancer Society, 
Austin, January 14-15 


E. Maxwell 


will meet in 


Continued on page 68 


Aminophyllin... 


a ‘“‘most effective single agent 


for prompt relief” of severe 


bronchial asthma 


“useful as a peripheral vasodilator and 


myocardial stimulant” in 


pulmonary edema 
paroxysmal dyspnea 

of congestive heart failure 
Cheyne-Stokes respiration 


H. E. DUBIN LABORATORIES, INC. 


O.t. 43rd St. + New York 17, N.Y 


aminophyllin 


(theophylline-ethylenediami 


readily 
soluble for 
rapid 
therapeutic 
effect. 


TABLETS » AMPULS 
POWDER 
SUPPOSITORIES 


new dosage form 


for the bag 


Dilaudid sulfate 


10 cc. Multiple Dose Vial 


Each cc. contains 2 mg. (1/32 gr.) dihydromorphinone 
(Dilaudid) sulfate in sterile solution—convenient and ready 


for instant use. 


Dilaudid—c powerful analgesic—dose, 1/32 grain to 1/20 grain. 
_a potent cough sedative—dose, 1/128 grain to 1/64 grain. 
an opiate, may be habit forming. 


® Dilaudid is subject to Federal narcotic regulations. 
* Dilaudid®, E. wean Inc. 


BILHUBER- KNOL CORP. 


ORANGE, NEW JERSEY, s. 


—— 
| 
\ 
is 
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--- Offers new, exclusive functional conveniences, 
advanced styling, long-term economy 


Foam-rubber-cushioned, body-contour top; retractable heel stirrups; magnetic 
door latches; large, chrome-plated drawer- and door-pulls; recessed bases; 
concealed paper sheeting holder; new color finishes—these are a few of the 
recent refinements in design detail that make the New Steeline Treatment 
Table the finest steel table ever made. Complete information on request. 


CONVENIENT 
ELECTRICAL OUTLET 


| 
BUILT-IN, RETRACTABLE ARM REST BASE PROVIDES UNOBSTRUCTED TOE ROOM 


With table as nucleus, other New 
Steeline pieces form treatment room 
group complete in all respects. 


A. S$ ALOE COMPANY, General Offices: 1831 Olive St., St. Louis 3, Mo. 
Branches: Los Angeles, New Orleans, Kansas City, Minneapolis, and Washington, D. C. 


| 
t- | 
} 
| 
ts | 
ll | 
n | 
| 
/ Z \ | 
| | / | 
TOP C 'ELY FLEXIBLE IN ADJUSTMENT TOP PROVIDES FLOATING BODY SUPPORT END DRAWER FOR PAPER SHEETING ROLL 
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If you'd rather rent your 


x-ray apparatus... 


nt of 
and 
of the equipment 


| 
| 
| 
TION 
25 SOUTH BROADWAY, WHITE PLAINS, N- Y. 
Ne 
Rental Agreeme” =) 
% 
4 4 conditions set forth in 
; our acceptance of the terms an 
i address» its Rental Service, comprising: syed below 
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The small total dose required affords 
economy and virtual freedom from side actions. 


7 QUICK RELIEF 


LONG-LASTING 
REMISSIONS 


HP*ACTHAR Gel, subcutaneously or in- 
tramuscularly, gives quick relief in severe 
attacks of bronchial asthma, and may pro- 
vide long-lasting remissions. Patients 
refractory to all customary measures, in- 
cluding epinephrine, and even to other 
forms of ACTH, may fully benefit from 
HP*ACTHAR Gel. 

Used early enough, HP*ACTHAR Gel 
may become a valuable agent in prolong- 
ing the life span of asthmatic patients. 
ACTH “should not be withheld until the 
situation is hopeless” 
HA t£Editorial, J. Allergy 23: 279-280, 1952. 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF ARMOUR AND COMPANY 


ACTHAR® IS THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE—CORTICOTROPIN (ACTH). 


*HIGHLY PURIFIED 


/ 
\ 
(IN GELATIN) 
J 


DEXAMYL’ relieved... 


... anxiety in a tired businessman 


Patient T.H. complained of “fatigue and early morning 


weariness . . . refused to stop work and rest . . .” 


“The relief that ‘Dexamyl’ brought in this case is 
incalculable.” It relieved his anxiety about his work 


and helped him through the days he felt “low”. 


(Case-history excerpts from the files of a general practitioner; unposed photo- 
graphs taken during office visit.) 


Each tablet provides the synergistic action of two mood-ameliorating components: 
Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; amobarbital 
(Lilly), Y2 gr. (32 mg.). Each teaspoonful (5 cc.) of the elixir is equivalent 
to one tablet. 


* TM. Reg. U.S. Pat. Off. 


: 


...despondency from the “dread of advancing years" 


Patient W.F.’s “emotional cyclones, her tears and giggles, 
her hopelessness were products of her brooding unhappiness 


when alone.” 


““Dexamyl’ gave her a smoother existence, alleviating 


her moodiness and lessening her storms.” 


‘DEX A MYL’ tablets and elixir 


— relieves both anxiety and depression 


— promotes a feeling of composure 


Smith, Kline & French Laboratories, Philadelphia 
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an 
A real advantage treating 
Peptic Ulcer 


Tablets 


A recent clinical report continues to confirm that ALGLyNn Tab- 
lets possess all of the theoretical attributes of an insoluble 
non-systemic antacid. Because of “the rapid disintegration and 
prolonged activity in gastric juice ...”! dihydroxy aluminum 
aminoacetate (ALGLYN) is both a rapid and long-acting antacid, 
and is truly effective in tablet form. 

Hammarlund and Rising,? comparing the buffering capacities of 
the most widely prescribed antacids in vitro found ALGLYN Tab- 
lets to be as good or better than antacid preparations in liquid 
or suspension form, and concluded that “dihydroxy aluminum 
aminoacetate (ALGLYN) gives both rapid and prolonged effect.”? 

Each pleasant tasting ALGLYN Tablet contains 0.5 Gm. dihy- 
droxy aluminum aminoacetate, N.N.R. posacE: 1 to 2 tablets, 
1 to 2 hours after meals and at bedtime. 


1. Current Med. Dig., 20:112, 1953 (reprint on request). 2. J Am. Pharm. A., Sc. Ed., 38:586, 1949. 


The ulcer patient with coexisting spasm or intestinal hypermo- 
tility requires, in addition to antacid therapy, a spasmolytic and 
a sedative. The Mauctyn formula is designed to provide prompt 


Wh control for these refractory patients. 
en DosAGE: | to 2 tablets, 1 to 2 hours after meals and at bedtime. 
spasm FORMULA: Each Mauctyn Tablet contains: Dihydroxy Aluminum 


Aminoacetate, N.N.R. 0.5 gm. (7.7 gr.); Belladonna Alkaloids (as 
coexists ... sulfates), 0.162 mg. (1/400 gr.); Phenobarbital, 16.2 mg. (14 gr.) 


Dihydroxy Aluminum Aminoacetate, N.N.R. Belladonna Alkaloids Phenobarbital Alm-2 
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Liquid Peptonoids with Creosote rapidly relieves distressing 
bronchial and other common coughs by: 


1. liquefying tenacious mucus and promoting 
easy expectoration, 


2. reducing secretion of excessive mucus, 
3. calming bronchiole spasm. 


liquid peptonoids with creosote 
well tolerated sedative expectorant 


Accepted and well tolerated by patients. Prescribed by 
physicians for over half a century. 


Formula: 0.4% pure beechwood creosote and 
2% guaiacol, combined with predigested beef, wheat and 
milk to minimize gastric disturbance. 


Dose: adults 1 teaspoonful every hour; children half this dose. 
Bottles of 6 and 12 ounces. 


the 


a arlington chemical company 
affiliate of U. S. Vitamin Corporation 
Yonkers 1, New York 
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two 
outstanding 
reasons why 


is so highly effective 


for the persistent, dry 
and unproductive cough 


Dihydrocodeinone is used (in equivalent dosage) 
instead of codeine, for its exceptional freedom 
from such side effects as nausea, vomiting, 
constipation and retention of sputum. 


Pyra-Maleate® the highly effective antihistaminic, 
is included in the formula, for suppression of the 
allergic manifestations which frequently complicate 
the common cold. 


Pyraldine also helps liquefy mucus and has a local 
soothing effect on irritated mucosa. 


Each fluidounce of PYRALDINE contains: 


Dihydrocodeinone bitartrate (Warning: May be habit forming). . M% gr. 


Pyra-Maleate® (Brand of Pyrilamine Maleate). . . 75 mg. 


In a mentholated, fruit-flavored, syrup vehicle. 


PYRALDINE Expectorant is supplied in bottles of one 
pint and one gallon. Narcotic registry number required. 


VANPELT & BROWN, INC., naceutical Chemists 
RICHMOND 4, VIRGINIA 
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You can bolster vigor and health in your aging 
patients — smooth the road to old age—by prescribing 
Covisten—a balanced and comprehensive formula 
of nine vitamins and five minerals essential to 
= health, plus an anabolic steroid— Stenediol® 
> (methyl androstenediol)—which provides 
tissue building without danger of 
virilization in effective dosage. 
Your geriatric patients will 
appreciate the lift they get from 
Covisten, a lift which is unique 
with steroids. Covisten’s complete 
formula, and the safety of its 
steroid, make Covisten a valuable 
agent not only for geriatric 
patients but for all your patients 
who need anabolic and 
nutritional support. 


AVAILABLE in bottles of 100. 


Organon INC. e ORANGE, N. J. 
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Continued from page 56 


Texas Public Health Association will meet in Galveston, 
February 14-17, under the presidency of Dr. Roy G. Reed, 
La Marque. 

Texas Radiological Society will hold its next meeting in 
He sg January 29-30, under the presidency of Dr. J. E. Miller, 

allas. 

Texas Society for Mental Health will hold its next meeting in 
Waco, March 4-6. 

Texas Society of Pathologists will meet in Galveston, Janu- 
yd 31, under the presidency of Dr. A. O. Severance, San 

ntonio. 


Texas Surgical Society at its fall semiannual meeting elected 
Dr. Dudley Jackson, Sr., San Antonio, president; Dr. Frank 
Selecman, Dallas, first vice-president; Dr. Sam Dunn, Lubbock, 
second vice-president; Dr. Robert Sewell, Fort Worth, 
treasurer; Dr. Albert Hartman, Jr., San Antonio, secretary; 
and Dr. Joe T. Gilbert, Austin, member of the council. 


Texas Pediatric Society has installed Dr. Robert L. Moore, 
Dallas, president; and elected Dr. M. C. Carlisle, Waco, 
president-elect; Dr. James N. Walker, Fort Worth, secretary; 
and Dr. Jack M. Woodall, Big Spring, treasurer. 


Dr. Sidney R. Kaliski, San Antonio, representing the 
American Academy of Pediatrics, recently made a two-month 
tour of Turkish hospitals. 


Texas Association of Obstetricians and Gynecologists will 


meet in Waco, February 19-20, under the presidency of Dr. 
D. D. Wall, San Angelo. 


VIRGINIA 


Dr. H. Hudnall Ware, Jr., Richmond, head of the depart- 
ment of obstetrics, Medical College of Virginia, was honored 
recently by a group of his former students on the 25th anni- 
versary of his joining the College staff. A dinner was tendered 
Dr. and Mrs. Ware at which time a scholarship and student 
loan fund was announced in his honor. 

Dr. L. W. Frame, formerly of Huntington, West Virginia, 
has been appointed director of the Giles-Montgomery-Radford 
Health District. 

Dr. Charles M. Wylie, former director of the Botetourt- 
Buena Vista-Lexington-Rockbridge Health District, has been 


January 1954 


appointed Acting Director of the Fauquier-Prince William- 
Rappahannock Health District. Dr. Wylie’s former position has 
been filled by Dr. James H. Fagan, Hancock, New York. 
Dr. Arnold F. Strauss, Norfolk, was honored during his re- 
cent visit to Peru by being made a corresponding member of 
the Peruvian Society for Pathology. 
New appointees to the Board of Visitors of the Medical 
College of Virginia, Richmond, are Drs. J. D. Hagood, Clover; 
. F. Burke Steele, Petersburg; and Miss Nora Spencer 
Hamner, Richmond. 
The late Dr. Stephen H. Watts bequeathed a half-million 
dollars to the University of Virginia School of Medicine, 
Charlottesville, for the establishment of the Stephen H. Watts 
Chair of Surgery, any remaining income to be used for re- 
search in medicine and surgery. Dr. Watts was professor 
¢. ened at the School from 1907 until his retirement in 
1928. 


WEST VIRGINIA 


West -Virginia Society of Anesthesiologists has elected Dr. 
Lester D. Norris, Fairmont, president; Dr. Newman H. New- 
house, Charleston, vice-president; and Dr. John F. Morris, 
Huntington, secretary-treasurer. 

West Virginia Obstetrical and Gynecological Society has 
elected Dr. Everett W. McCauley, Bluefield, preisdent; Dr. 
Ulysses G. McClure, Charleston, vice-president; and Dr. Angelo 
J. Villani, Welch, secretary-treasurer. 

West Virginia Academy of General Practice has elected Dr. 
Jacob C. Huffman, Buckhannon, president; Dr. Clark K. 
Sleeth, Morgantown, vice-president; and Dr. Halvard Wanger, 
Shepherdstown, secretary-treasurer, re-elected. 

West Virginia Diabetes Association, now a section of the 
West Virginia State Medical Association, has installed Dr. 
Richard N. O’Dell, Charleston, president; and elected Dr. 
John H. Gile, Parkersburg, president-elect; Dr. Archie C. 
Thompson, Elkins, vice-president; and Dr. Ralph H. Nestmann, 
Charleston, secretary-treasurer. 

Dr. James H. Walker, formerly of Boston, Massachusetts, 
has located in Charleston for the practice of thoracic and 
cardiovascular surgery and endoscopy. 

Dr. R. R. Boone, Jr., has been released from military 
service and has rejoined the surgical staff of the Laird Me- 
morial Hospital, Montgomery. 


One of the valuable uses of Thyroid 


thyroid therapy 


IN HABITUAL ABORTION!’ 


In a series of pregnancies complicated by true habitual 
abortion, 63.5% were associated with lowered thyroid 
function.? This lowered thyroid function is in contrast to 
that found in normal pregnancy, in which an early rise in 
serum protein-bound iodine occurs.'? Thyroid given 
early enough in pregnancy may diminish the tendency to 
abortion in cases in which there is no rise of 
serum protein-bound iodine. 


thyrar provides whole-gland thyroid 
medication at its best. Prepared from beef sources 


exclusively, thyrar undergoes dual standardization—it is 
chemically assayed and biologically tested. How Supplied: 
Tablets of 4, 1 and 2 grains in bottles of 100 and 1000. 


(1) Perlmutter, M.: Metabolism 2: 81, 1953; (2) Jones, 
G. E. S., and Delfs, E.: LA.M.A. 146: 1212, 1951; (3) 
Man, E. B., et al.: J. Clin. Investig. 30: 137, 1951. 


thyrar. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + 


CHICAGO 11, ILLINOIS 
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Levo-Dromoran Tartrate ‘Roche' 

eee & new form of synthetic narcotic... 
less likely to produce constipation or 
nausea than morphine... usually longer 
HH acting than morphine... especially for 
intractable pain. Levo-Dromoran®-- 


brand of levorphan, 
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wide - 


Gantrisin 'Roche' is especially 
sOluble at the pH of the kidneys. 
That's why it is so well tolerated... 
does not cause renal blocking... does 
not require alkalies. Produces high 
plasma as well as high urine levels. 
Over 150 to Gantrisin®in 


recent literature, 
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Geriatric Vitamin-Mineral 
a Lederle 


“Me retire? Call me back in about 10 years!” 


GEVRAL Capsules are indicated for the prevention of 
multiple vitamin and mineral deficiencies, especially 
common in the geriatric patient. GEVRABON® Lederle 
supplies similar supplementation in liquid form. 


LEDERLE LABORATORIES DIVISION 


Lederle 
AMERICAN Ganamid COMPANY 30 Rockefeller Plaza, New York 20, N.Y. 4 
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EMETROL 


ATED CARBOHYDRATE SOLUTION. 


effective in 6 out of 7 cases of functional 
vomiting’ . . . reduces gastrointestinal smooth 
muscle contractions physiologically . . . con- 
tains no antihistaminics, barbiturates, or other 
drugs . . . also useful in nausea of pregnancy, 
and for drug- or anesthetic-induced vomiting 


IMPORTANT: EMETROL is stabilized at an. 
optimal physiologic pH level. Dilution would 
upset this careful balance. For this reason, 
EMETROL is always taken straight, and no 
fluids of any kind are allowed for at least 
15 minutes after administration. 


1. Bradley, J.E., et al.: 
J. Pediat. 38:41, 1951; 
idem: Amer. Acad. 
Pediat., meeting Oct. 
16, 1951. 


Supplied: 

In bottles of 3 
fl.oz. and 16 fi. 
oz., at pharma- 
cies everywhere 


write for complete literature 


KINNEY & COMPANY, INC. + COLUMBUS « INDIANA 


January 1954 


70 
o™ \o ° 
‘eo 
pr" 
Sp 
Ney 
Wing 
e 


SOUTHERN MEDICAL JOURNAL 71 


ONLY gentian violet treatment you can prescribe 


antibiotic moniliasis’ 


diabetic vulvitis” 


4 


vaginal thrush” 
pregnancy moniliasis 


93% Clinically 


effe ct ive in the most resistant 


cases during the last trimester of pregnancy 


1, Editorial: J.A.M.A. 149:763 (June 21) 1952. 
2. Bernstine, J.B. and Rakoff, A.D. “Vaginal Infections, 
Infestations, and Discharges,” the Blakiston Co., Inc. 
1953, p. 271. 3. Combined Textbook of Obstetrics and 
Gynecology, Edited by Dugald Baird, 5th Ed. E. & S. 
Livingstone Ltd., 1950. 4. Waters, E.G. and Wager, H.P.. 
American Jour. of Obstetrics & Gynecology, 60:885, 1950. 


AVAILABILITY: genta jel 12 single-dose plastic 


disposable applicators on prescription only. 
” ” 4 4 SAMPLES ON REQUEST 


estwood 
harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 


DIVISION OF FOSTER-MILBURN CO. 
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MAKE YOUR PLANS 
THE MID-SOUTH POSTGRADUATE MEDICAL ASSEMBLY 


Approved for FORMAL CREDIT by the 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Will Meet 
February 9, 10, 11, 12, 1954 
at 
HOTEL PEABODY, MEMPHIS, TENNESSEE 


SPEAKERS 
Dr. J. B. Arey Philadelphia Pediatrics 
Dr. Joseph Barr Boston Orthopedics 
Dr. Henry Bockus Philadelphia Gastroenterology 
Dr. Warren Cole Chicago Surgery 
Dr. A. C. Ernstene Cleveland Cardiology 
Dr. Charles Galloway Evanston, IIl. Obstetrics & Gynecology 
Dr. Sydney Gellis Boston Pediatrics 
Dr. Hugh Hamilton Kansas City Obstetrics & Gynecology 
Dr. Alexander Marble Boston Diabetes 
Dr. L. F. Morrison San Francisco Otolaryngology 
Dr. R. R. Newell San Francisco X-ray 
Dr. Bronson Ray New York City Surgery 
Dr. J. D. Rives New Orleans Surgery 
Dr. E. J. Stieglitz Washington, D. C. Geriatrics 
Dr. E. D Sugarbaker Jefferson City, Mo. Surgery 
Dr. Henry Swan Denver Surgery - 
Dr. K. W. Swan Portland Ophthalmology 
Dr. Gershom J. Thompson _ Rochester ; Urology 
Dr. T. E. Woodward Baltimore Antibiotics 


MAKE RESERVATIONS DIRECT WITH HOTEL PEABODY 


For Further Information Write 


Dr. Thurman Crawford, Secretary 
869 Madison Avenue 
MEMPHIS, TENNESSEE 
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‘The prevention and treatment of liver diseases are 
st handled nutritionally by the provision to and 
sumption by the patient of a diet high in protein, 
nlories, and B-complex vitamins and adequate in all 
other respects... . A liver rich in fat, especially if 
depleted of its protein, is very vulnerable to further 
damage. 

“Alcohol apparently has a harmful influence on the 
iver by facilitating the deposition of fat. This effect 

most marked when the diet is poor. 

‘Therapeutic diets in liver disease should provide a 
‘aily minimum of 3000 calories. These may consist of 
approximately 100 grams of protein, 400 grams of car- 
bohydrate, and 100 grams of fat. 

“Hepatic damage also leads to faulty vitamin meta- 
holism. A supplementary therapeutic vitamin capsule 
should be given daily. In addition, 25 to 50 grams of 
Brewer's yeast may be given daily, since this is a good 
source of the vitamin B-complex and of amino acids. 
jitamin K must also be given if the prothrombin time 
is found to be prolonged. 

“The dietary schedule described above is applicable 
(0 both acute liver disease, such as infectious hepatitis, 
and chronic liver disease, such as cirrhosis of the liver. 

“Hepatic disorders are usually associated with diffi- 
culty in protein synthesis. This is probably the basis 
of the hypoalbuminemia seen in liver disease. What 
nomally is considered an excess of protein and essen- 
ial amino acids becomes, therefore, during hepatitis, 
a necessity for the synthesizing function of the liver. 
Though it was once thought to be dangerous to give 
amino acids to patients with hepatitis, it has been re- 


= shown that it is not only safe but even bene- 
idal.”* 


‘Therapeutic Nutrition, National Academy of Science—Na- 
tional Research Council, Publication 234 (1952). 


VITA-FOOD 


GENUINE GRAIN-GROWN 
BREWERS’ YEAST 


Preferred Choice 


Standard Diets for Cirrhosis Patients by 
Patek and Post available on request. 


VITAMIN FOOD CO., INC. 
87 SYLVAN AVE. NEWARK, N. J. 


LAXATION 
—— 
Be 
phate ‘Robins’ allays nervous 
a and anxiety without dimming con- | 
asm and tremor without impair 
strength. Mephate (0.25 Gm. of me- 
phenesin and 0.30 Gm. of glutamic.acid 
hydrochloride each capsule) has beeng 
.. he more effective clinically 
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Because of the Benzedrinet Sul- 
fate component, ‘Edrisal with 


‘Codeine’ improves the patient's 


mood, and thus averts the un- 
desirable depressant effects that 
are so often associated with co- 
deine therapy. 

This remarkable analgesic 
combination (available in two 
strengths) is particularly effec- 
tive in dysmenorrhea, colds and 
gtippe, the early pain of malig- 
nancies, and in many other cases 
where relief of more intense pain 
is needed. 

Each tablet contains codeine 
sulfate, % gr.—or 4% gr.—plus 
the ‘Edrisal’ formula. 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


+T.M. Reg. U.S. Pat. Off. for racemic amphet- 
amine sulfate, S.K.F. 


to relieve 
more intense pain 


January 1954 


Classified Advertisements 


WAN TED—ENT Residents—EENT Hospital, averages 25,000 
out-patient visits annually, adequate supervision, instructions, 
surgery under board men. Apply at once: EENT Hospital, 145 
Elk Place, New Orleans 12, Louisiana. 


WANTED—Doctor in a prosperous Alabama town located 
near Fayette, good farming section, large territory to serve, 
fully equipped clinic, property may be rented or bought on 
very liberal terms. Reason for this opportunity, doctor's 
death. Contact Mrs. A. H. Bobo, Covin, Alabama. 


WANTED—Doctor to do general practice—Salary first year— 
Partnership basis following—Contact: Hershell B. Murray, Su- 
perintendent, West Liberty Hospital, Inc., West Liberty, Ken- 
tucky. 


RESIDENCIES AVAILABLE—Applications from graduates of 
approved medical schools who are citizens of the United States 
are presently being considered for appointment to resident 
programs in Internal Medicine and Pathology at Veterans Ad- 
ministration Hospital, Coral Gables, Florida. Supplemental 
training available through affiliation with University of Miami 
School of Medicine and Children’s Hospital. Write Chairman, 
Deans Committee, L. G. Rountree, M.D., duPont Building, 
Miami, Florida. 


FOR SALE—Well-established EENT practice in good Southern 
town, hospital facilities; near rich oil field. Retiring, bad 
health. Take over at once. For other details contact HF c/o 
SMJ. 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


“EDRISAL* with 
CODEINE % gr. 
_— 
D RISA it 
CODEINE % gr. 
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when psychic stress 


is the underlying cause of 


BAC 


Edrisal* relieves the psychic stress 


Edrisal’s Benzedrinet component improves the 
patient’s mood and creates a sense of well-being, thus 
relieving the depression that so often is the under- 
lying cause of pain. 


‘Edrisal’ relieves the pain 


Edrisal’ was more effective than any other analgesic 
previously used...” 
Wells, R. L.: M. Ann. District of Columbia 20:360, 1951. 


Each ‘Edrisal’ tablet contains: Be sure to prescribe 2 ‘Edrisal’ tablets per 
‘Benzedrine’ Sulfate . . 2.5 mg. cue to same the full benefit of the 
(racemic amphetamine sulfate, Benzedrine’ component. 
S.K.F.) 
Acetylsalicylic acid . . . 2.5 gr. 
Phenacetin. ...... 2.5 gr. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
{T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
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AMA is Local and National WMA is International 


They speak for You 


Just as the American Medical Association has fought socialized medicine on the Ameri- 
can scene, so the World Medical Association has blocked the efforts of the International 
Labor Organization to introduce socialized medicine on a worldwide scale. 

WMaA is also actively engaged in REPRESENTING YOUR INTERESTS by conducting surveys 
and taking part in discussions and decisions on such vital issues as: 


—standards of medical education 
—the effect of social security on medical practice 
—the status and distribution of hospitals 
—medical manpower 
—requirements for practice 
—the adoption of a Universal International Code of Medical Ethics 


WMA has also cooperated with the International Red Cross, the World Health Organ- 
ization and similar groups in: 


—giving assistance to underdeveloped countries 
—the distribution of scientific, social and economic medical information 


—holding forums for the discussion of international medical affairs 
—calling the First World Conference on Medical Education 


you can t afford to be out of a | uit an organization 
that represents you in aad vital matters 


JOIN NOW 


what affects world medicine affects you 
WMA is Approved by the American Medical Association 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
345 East 46th Street, New York 17, New York. 


I desire to become an individual member of the World Medical Association, United States 


Committee, Inc., and enclose a check for $ , my subscription as a: 
Member —$ 10.00 a year 
Life Member —$500.00 (No further assessments) 


Sponsoring Member—$100.00 or more per year 


Signature 


Address. 


(Contributions are deductible for income tax purposes) 
Make checks payable to the U.S. COMMITTEE, WORLD MEDICAL ASSOCIATION 


this is your only voice in 


[CL 
tcine 


1954 


Vol. 47 No. 1 SOUTHERN MEDICAL JOURNAL 77 


Fast Relies for 
SEVERE COLDS 
OR INFLUENZA 


O NE potent capsule provides a com- 

plete palliative treatment. 

DATAH Capsules solve three problems 

in a single prescription: (1) Nasal congestion and 
dripping are reduced. (2) Headache and body aches 
promptly relieved. (3) Depression and low 

spirits vanish quickly. 

DATAH is a logical formula containing three active 
ingredients: (1) thenylpyramine hydrochloride 

50 mg. as an antihistaminic for colds, (2) dextro- 
amphetamine sulfate 5 mg. to prevent drowsiness and 
lift the spirits, and (3) salicylamide 150 mg. for more 
effective relief of headache, backache and body pains. 
The recommended dose, for adults, is 1 capsule, which 
may be repeated in four hours. Contraindicated 

in hypertension, cardiac disease, diabetes 

mellitus and hyperthyroidism. 

DATAH is supplied in bottles of 100, 500 and 1,000 
capsules. Available at all drug-stores. Limited 

to prescription and dispensing. 


AH CAPSULES 


For Upper Respiratory Diseases 


MAIL COUPON FOR FREE SAMPLE 


Drug Specialties, Inc. 


ECIALTIES. 
. P. O. Box 830 
Winston-Salem, N. C. 


Kindly send me professional literature and complimentary 
sample of DATAH CAPSULES. 


DRUG SPECIALTIES, Inc. 


| 

| M.D Address 
A North Carolina Industry Serving the South | 

| 


City Zone. State 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of pa- 
tients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each 
floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above 
sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for 
diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 


James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 
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PROVED EFFECTIVE 


in the first 10 million clinical doses 


TRO (| | \ ATE for relief of spasm in the 
®  gastro-intestinal tract 


(Brand of Thiphenamil HCl!) 


Extensive clinical use has proved the SUPPLIED in pink tablets containing 
100 mg. Trocinate hydrochloride,and 
in red tablets containing 65 mg. Tro- 
cinate hydrochloride and 15 mg. Phe- 
associated with spasm—anywhere in nobarbital—both in bottles of 40 and 


the gastro-intestinal tract. 250 tablets. 


effectiveness of Trocinate in relieving 
pain and other distressing symptoms 


Outstanding freedom from side effects 
AVERAGE DOSE is usually 2 tab- 


lets three or four times a day for the 
first week, then 1 tablet three or four 
as required. times a day to maintain improvement. 


permits the use of realistic and effec- 
tive doses, administered as frequently 


Wm. P. Poythress & Co., Inc. Richmond 17, Virginia 


A product of Poythress research, Trocinate is diethylaminoethyl-di- 
phenylthioacetate hydrochloride—a potent, nontoxic synthetic antispas- 
modic with both atropine-like and papaverine-like spasmolytic effects. 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


January 1954 


Medicine: 


ALEXANDER G. BROWN, JR., M.D. 


MANFRED CALL, III, M.D. 

M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 


Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 
Orthopedics: 
BEVERLEY B. CLARY, M.D. 
Pediatrics: 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. 


Ophthalmology, Otolaryngology: 
W. L. MASON, M.D. 


REGENA BECK, MD. 


CHARLES C. HOUGH 


A. STEPHENS GRAHAM, 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.DS. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 


Physiotherapy: 
LIV E. LUND 


> 
Surgery: 
| 
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WESTBROOK SANATORIUM 


eA private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 
mental disorders and problems of 
addiction. 


PAUL V. ANDERSON, M.D. 
Staff President 


REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D, 
Associate 


THOMAS F. COATES, M.D, 
Associate 


R. H. CRYTZER, . Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 


Sent on Request 


@ Diagnostic and Therapeutic 
Facilities 

Internal Medicine and = . 
Gastroenterology 

Surgery 

Gynecology and Obstetrics 

Radiology—X-ray and 
Radium therapy 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 

Hotel facilities available 


Phone TYler 2376 e 


Browne-McHardy Clinic 


New Orleans, La. 


3636 ST. CHARLES AVENUE 
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TUCKER HOSPITAL, INC. Allen’s 
212 West Franklin St. (Corner of Madison) INVALID HOME 


RICHMOND, VIRGINIA ESTABLISHED 1890 
MILLEDGEVILLE, GEORGIA 


This is a private Hospital for the Neuro- 


logical practice of Drs. Beverly R. — 
Tucker, Howard R. Masters and James 
Asa Shield. NERVOUS AND 


MENTAL DISEASES 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 


Grounds 600 Acres — Buildings, Brick 
There are departments of massage, me- 


dicinal exercises, hydrotherapy and phys- Fireproof — Comfortable — Convenient 
iotherapy. The Hospital is large and 

bright, surrounded by a lawn and shady Site High and Healthful 
walks, large veranda and has a roof 


garden. It is situated in the best part of 
Richmond and is thoroughly and mod- E. W. ALLEN, M.D. H. D. ALLEN, M.D. 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 


DEPARTMENT FOR WOMEN 


Terms Reasonable 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 


(SUBURB “YF ATLANTA) 

FOR THE TREATMENT OF 

PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. 
MEDICAL DIRECTOR 


Jas. N. BRAwNER, Jr., M.D. 
ASSISTANT DIRECTOR AND 
SUPERINTENDENT 


ALBERT F. BRawner, M.D. 
RESIDENT SUPERINTENDENT 


P. O. Box 218 


Phone 5-4486 
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Friedman Diagnostic Clinic 


COMPLETE DIAGNOSTIC SERVICE 


Internal Medicine — Diseases of the Chest — Pneumoconioses 


1906 Ninth Avenue South Phone 54-3324 Birmingham, Alabama 


THE WALLACE HOSPITAL 


W. R. WaLLace, Superintendent 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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THERAPEUTIC 
NUTRITION 


The “‘standard: 

capsule”’ and cha! 

vitamin capsule”’ recenth 

in the National Researé Cou 
publication Therapeutic Nutrition* bring 
new, authoritative dosage standards into 
the present complexity of multivitamin 
formulations and potencies. 


In Panalins and Panalins-T, Mead 
Johnson & Company makes these 
authoritative formulations available to 
the medical profession. 


Panalins is the ‘‘standard maintenance 
capsule,’’ for use in general maintenance 
and in minor illnesses and injury. 


Panalins-T is the “standard therapeutic 
capsule,”’ for use in vitamin deficiency 

states and in serious illness and injury 

involving nutritional stress. 


MEAD) 


MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 


PANALINS 


N.R.C. Standard Maintenance Vitamin Capsule 


Each Panalins capsule supplies: 


Thiamine . 

Riboflavin 

Niacinamide 

Ascorbic acid 
Calcium pantothenate 
Pyridoxine 

Folic acid 

Vitamin B,2.. 

Vitamin A 

Vitamin D 


1 or 2 capsules daily. Bottles of 100 and 500. 


PANALINS-T | 


N.R.C. Standard Th tic Vitamin C 


Each Panalins-T capsule supplies: 


Thiamine 

Riboflavin 
Niacinamide 

Calcium pantothenate 
Pyridoxine. 

Folic acid 

Ascorbic acid 
Vitamin B,2.. 


1 of more capsules daily. Bottles of 30 and 100. 


Therapeutic 
Publication No. 234 
National Research Council. 
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-~BRAND OF DIHYPRYLONE (3,3-DIETHYL-2,4-010x0. PIPERIDINE) 


Stu rn night cough 
SEDULON 
‘Roche’ 
Non-narcotic 
. 


SURITAL SODIUM 


ULTRASHORT-ACTING INTRAVENOUS ANESTHETIC 


SURITAL sodium (thiamylal sodium, Parke-Davis) 
produces smooth anesthesia with rapid, quiet induction 
and prompt, pleasant recovery. 


Detailed information on SURITAL sodium will be mailed you on request. 
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